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AN IMMEDIATE SUCCESS 


Andrews’ new Dermatology 


Never before has there been added to the literature on dermatology a work so 
practical as this one. No wonder the book has met with such success. Dr. 
Andrews has written his book out of his own personal experience in the hos- 
pital, in the clinic, in the office, in the home. 


Diagnosis. Dr. Andrews draws sharp, clinical word-pictures. He sweeps away the usual diagnostic difficulties. 
He clearly outlines the many and varied causes of skin diseases. He differentiates. He interprets signs and symp- 
— He leaves nothing untold that will aid the genera! physician as well as the specialist in making a correct 
lagnosis. 


Treatment. Here Dr. Andrews’ experience is evidenced on every page. He tells you how to select the proper meth- 
od, how to apply it. He explains the principles underlying the treatment. He tells you how to manage the case. 
He gives you internal therapy as well as local treatment. He states definitely the value of the various drugs and de- 
tails the technic of their application. He gives you formulas for powders, lotions, salves, ointments, and literally 
hundreds of prescriptions lifted from his own practice. He details dietetic measures, giving menus, recipes, foods to 
be avoided as well as those to be taken. He sets down definite instructions for the patient. 


Radiotherapy. The sections on x-Ray Therapy, Supersoft x-Rays (w-Rays, Grenz Rays), Radium Therapy, Ultraviolet 
Light, and Surgical Diathermy, covering 150 pages, are commandingly complete and practical. 


A Dermatologic Atlas. Augmenting the emphasis which Dr. Andrews places on the practical, is the remarkable 
8roup of illustrations which he brings together in this book. There are almost a thousand photographs and drawings. 


Octavo volume of 1095 pages, with 988 illustrations. By Grorce C. ANDREWS, M.D., Associate Professor of Dermatology, College of Physicians 
and Surgeons (Columbia University), New York City. Cloth, $12.00 net. 
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of the Massachusetts Medical Society will be held in Boston, 
uesday and Wednesday, June 8, 9 and 10, 1931. 
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Shields Warren, 
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Secretary, 





Fellow Members! 


We want your support. 
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PROCEEDINGS OF THE COUNCIL 
Octoser 1, 1930 
STATED meeting of the Council was held = = _ s ms ew 
in John Ware Hall, Boston Medical Library, . +. token Michele Nigro 
Wednesday, October 1, 1930, at 12 o’clock, noon. Cc. A. Rowe T. J. O’Brien 
The President, Robert B. Greenough, Suffolk, = - — = = ee 
was in the chair, and the following 147 Coun- W. H. Young W. R. Sisson 
cilors present : Robert Soutter 
B a NorrotkK SouTH J. R. Torbert 
ARNSTABLE IDDLESE ! C. S. Adams Thoeft 
W. D. Kinney A. R. Cunningham Conrad Wesselho 
J. I. B. Vail C. E. Montague PLYMOUTH WORCESTER 
° R. R. Stratton "FE McCarthy J. W. O’Connor 
BERKSHIRE Cc. G. Miles J. C. Austin 
R. J. Carpenter MIDDLESEX NortH G. A. Moore W. P. Bowers 
, J. A, Mehan J. P. Shaw L. R. Bragg 
BRISTOL NortTn J. H. Lambert A. Cc. Smith F H Clapp 
W. H. Allen G. A. Leahey P 7 Cook 
A. R. Crandell A. G. Scoboria SUFFOLK GA. Dix 
Cc. S. Holden G. S. Derby G. a Raney 
F. A. Hubbard MIppLEsExX SouTH A. E. Austin J. J ‘Genie 
_ J. L. Murphy Cc. F. Atwood J. W. Bartol R. W. pr eatonen 
- C. F, K. Bean G. H. Bigelow Hast taco 
Bristo. SouTu E. H. Bigelow W. B. Breed re : 
R. H. Baxter A. H. Blake W. J. Brickley . W. Mars 
BE. F. Cod aS eee E. C. Miller 
- y W. T. Burke J. E. Briggs W. G. Seelve 
D. J. Fennelly W. H. Crosby . © Se y 
I. N. Tilden +fi mao E. H. Trowbridge 
F. G. Curtis G. C. Caner F. HE. Washburn 
Iss H. Q. Gallupe David Cheever 
wes ig ag nto Cora E. Harriman wi R. P. Watkins 
2, rane Josephine D. Kable ~ > S. B. Woodward 
H. G. Armitage Dp ; G. P. Denny 


E. S. Bagnall 
J. F. Burnham 
H. F. Dearborn 
A. P. George 
T. R. Healy 

F. S. Smith 

F. W. Snow 

L. T. Stokes 


Essex SouTtH 

N. P. Breed 

F. W. Baldwin 
J. A. Bedard 
Cc. L. Curtis 
J. F. Donaldson 
W. T. Hopkins 
P. P. Johnson 
J. F. Jordan 
O. S. Pettingill 
C. H. Phillips 
R. E. Stone 

J. W. Trask 


FRANKLIN 
R. A. McGillicuddy 
H. G. Stetson 


HAMPDEN 
F. H. Allen 
H. L. Smith 


A. A. Levi 
Edward Mellus 

C. E. Mongan 
Dwight O’Hara 

J. W. Sever 

C. H. Staples 

EK. H. Stevens 

A. K. Stone 

W. S. Whittemore 


NorroLk 
W. A. Lane 
J. W. Bail 
F. J. Bailey 
F. G. Balch 
A. S. Begg 
D. N. Blakely 
W. L. Burrage 
W. S. Burrage 
F. P. Denny 
D. G. Eldridge 
C. S. Francis 
W. A. Griffin 
J. B. Hall 
G. W. Kaan 
W. C. Kite 
Olga C. Leary 
C. L. MacGray 
J. R. McPeake 
T. J. Murphy 


R. L. DeNormandie 
W. H. Ensworth 
R. B. Greenough 

J. B. Hawes 

John Homans 


WORCESTER NortTu 
F. R. Dame 
C. H. Jennings 
J. H. Kearney 
A. F. Lowell 





EK. P. Joslin W. F. Sawyer 


The minutes of the last meeting were read in 
abstract by the Secretary, and no corrections or 
omissions being noted, they were accepted as 
printed and read. 

F. B. Lund, Suffolk, chairman of the Com- 
mittee on the Sesquicentennial, reported for his 
committee stating that the Committee of Ar- 
rangements had engaged the Hotel Statler, Bos- 
ton for Monday, Tuesday and Wednesday, June 
8, 9 and 10, 1931, and that while the Society 
could not be as ambitious as it was 50 years ago, 
when the 100th Anniversary celebration was 
held, with such distinguished speakers at its ban- 
quet, still the committee has planned a three-day 
meeting which promises to be a great success. 
There will be elinies at the chief hospitals of 
Greater Boston on Monday morning, a garden 
féte that afternoon and the Shattuck Lecture 
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in the evening, the Committee on Publications 
being now engaged in selecting the lecturer, and 
a reception to the honored guests is to follow. 
On Tuesday there will be Section meetings both 
morning and afternoon, the officers of the six 
Sections being asked to feature papers relating 
to the history of each Section; the Council meet- 
ing at noon with the Cotting Luncheon to fol- 
low and the Annual Dinner in the evening. We 
will try to have the best speakers attainable, 
men of national prominence professionally be- 
ing invited as guests. On Wednesday there will 
be meetings of some of the Sections and the An- 
nual Meeting of the Society, Dr. Harvey Cush- 
ing delivering the Annual Discourse, the exer- 
cises to conclude with a special luncheon. All 
Fellows are invited to codperate and to offer 
suggestions. The report was duly accepted. 

D. N. Blakely, Norfolk, presented the follow- 
ing report of his Committee on Membership and 
inanece, on Membership, and it was aecepted 
and its recommendations adopted by unanimous 
vote: 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE, ON MEMBERSTUP 


Your Committee makes the following recommenda- 
tions as to membership: 


1. That the following named four Fellows be al- 
lowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: 

1. Ferguson, Robert Henry, Orange, N. J., 

mission of dues for 1930. 

Gage, James Arthur, Lowell. 
Johnson, Herbert Lewis, Hadley. 
St. Denis, Joseph Nelson, Roslindale. 


with re- 


wis 


a 


2. That dues of the following named Fellow be 
remitted under the provisions of Chapter I, Section 6, 
of the By-Laws: 


Brown, Byron Freeman, Milford, for 1928 and 1929. 


3. That the following named six Fellows be al- 
lowed to resign under the provisions of Chapter I, 
Section 7, of the By-Laws: 
1. Epstein, Joshua, Staten Island, N. Y., with re- 
mission of dues, 1928, 1929, 1930. 

2. Flournoy, Thomas, Pittsfield, with remission of 
dues 1929, 1930. 

3. McLaughlin, Joseph Aloysius, Providence, R. I., 
with remission of dues 1929, 1930. 

4. Streeter, Edward Clark, Stonington, Conn. 

5. Wearn, Joseph Treolar, Cleveland, Ohio. 

6. Wilens, Gustav, Utica, N. Y., with remission of 
dues 1928, 1929, 1930. 


4. That the following named ten (10) Fellows 
be deprived of the privileges of fellowship under the 
provisions of Chapter I, Section 8, (a) and (b), of 
the By-Laws: 

Apelian, George Solomon, Brooklyn, N. Y: 
Cariani, Mario John, Springfield. 
Casey, Daniel Francis, Webster. 
4. Charbonneau, Noe Napoleon, Marlborough. 
e. Dunphy, Pierce James, Brighton. 
#. Fox, William Yale, Mattapoisett. 
‘. Freedman, Joseph, Brooklyn, N. Y. 
Kewer, Leo Thomas, address unknown. 

', Matthews, Floyd Osborn, West Acton. 
10. Paris, William, Chelsea. 


ov NW &s 


5. That the following named four Fellows be al- 
lowed to change their membership from one District 


Society to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of the 
By-Laws: 
One from Bristol North to Suffolk. 
DePrizio, Carl January, Mansfield. 
One from Middlesex South to Suffolk. 
Thorndike, Augustus Jr., Newton. 
Two from Norfolk to Suffolk. 
1. Kelley, Vincent John, Brookline. 
2. Rice, George Brackett, Brookline. 


Davin N. BLakeLy, Chairman. 


He offered also the report of his committee on 
Finance, as follows and it was aeeepted and its 
recommendations adopted : 
Revorr or ComMMITTEE ON MEMBERSHIP AND FINANCE, 
ON FINANCE 
Your Committee recommends 


That the annual assessment for 1931 be $10.00 for 
Resident Fellows and $6.00 for Non-Resident Fel- 
lows. 

Davin N. Buakery, Chairman. 


The reports of the committees appointed in 
June to consider the petitions of the following 
for restoration to the privileges of fellowship 
were read severally by the secretary and all four 
of the reports were accepted namely that the 
petitions of the first two be denied, and the 
others accepted under the usual conditions: 
H. G. MaeKerrow, L. H. George, W. E. Kernan, 
N. N. Morse. On nomination by the Chair H. F. 
Day, H. F. Friedman and 8. J. Malone were ap- 
pointed a committee to consider a similar peti- 
tion of F. J. Doherty for restoration. 

David Cheever, Suffolk, chairman of the Com- 
mittee on Ethies and Discipline submitted a re- 
port of progress for that Committee as follows: 
The Couneil will remember that last June we 
sought an appropriation to enable the Society 
to intervene in behalf of one of our Fellows 
whose license to practice medicine in Massachu- 
setts had been revoked, the State Board of Reg- 
istration in Medicine appearing to our com- 
mittee to have made a mistake. The hearing be- 
fore the court, the Supreme Court of Massachu- 
setts, in which we were represented by counsel, 
was to have taken place a short time ago, but 
suddenly we learned through the newspapers 
that the principal witness against the accused, 
the undercover agent of the state police, had 
been sentenced in the Municipal Court for a 
statutory offense, to imprisonment. In view of 
the fact that the court might consider that it 
impaired her reputation for veracity, our case 
Was postponed until her appeal might be heard 
in the upper court. This will oeceur in about 
two weeks, and our ease should come on about 
the last of October. 

Another matter has come to my attention, 
namely, that the State Board of Registration has 
resented our action quite severely, and has re- 
garded it as an attack on that board. I wish to 


say that we do not consider our action an at- 





tack on the State Board. 


In the course of our 
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work we investigated the case, spent much time 
on it and accumulated a large amount of evi- 
dence which seemed to us important, together 
with other facts which the State Board did not 
know, and we asked the Board if they would 
reconsider the ease on the basis of that. There- 
fore I do not think they ought to consider it an 
attack. It was a sincere offer of help, made in 
a courteous way, and I am very anxious that 
the Council should not consider this an attack 
on the State Board. The Board did not see 
fit to reopen the case and we adhered to our 
original position, that the Massachusetts Medi- 
eal Society should intervene in this matter. 


PRESIDENT GREENOUGH: I am not sure that 
any action is needed on Dr. Cheever’s report of 
progress as there are no recommendations. The 
next business is the report of the Committee 
to consider the Registration Laws of the various 
States. 


P. P. Jonson, Essex South: The Commit- 
tee has considered the laws of the various states 
including the District of Columbia and the five 
territorial possessions. It is not prepared at 
this time to make any definite recommenda- 
tions as they wish to confer with the Board of 
Registration in Medicine and with Mr. Robert 
G. Dodge, attorney for the Society, before fram- 
ing a tentative bill for your approval. 


PRESIDENT GREENOUGH: Again I do not con- 


_ sider that any action is necessary on this re- 


port of the Committee, which is only a report 
of progress. I will ask Dr. Johnson to report 
upon the work of the Committee on Medical 
Edueation and Medical Diplomas so far as they 
were asked to present a revised list of the medi- 
cal colleges and schools recognized by the Massa- 
chusetts Medical Society. 


P. P. Jounson: In compliance with the in- 
structions of the Council the Committee has re- 
vised the list. We find no reason for removing 
any schools, and we have added six schools, four 
of them in this country and two in Canada. 

(The revised list will form a part of this 
record. ) 

Upon motion duly made and seconded that the 
report of the Committee be accepted and 
adopted, the question was put and the motion 
prevailed without dissent. 

The president nominated as the Auditing 
Committee, C. S. Butler and R. C. Hurd, and 
upon motion duly made and seconded, it was 
voted that those Fellows be the Auditing Com- 
mittee. 

W. A. Lane, Norfolk, chairman of the com- 
mittee appointed in June to consider what 
changes, if any, are necessary or desirable in 





the boundaries of the Bristol North and the 
Plymouth Districts reported that his commit- 
tee recommended that the townships of Middle- 
borough, Lakeville and Easton be transferred 
from the Bristol North to the Plymouth District. 
The report was accepted and its reecommenda- 
tions adopted by vote. 


PRESIDENT GREENOUGH: The next matter for 
consideration is the report of the Committee on 
Clinies, Health Associations and Industrial 
Clinies, of which Dr. R. I. Lee was Chair- 
man. His report was submitted at length at 
the June meeting and referred to this meeting 
of the Council. 

W. P. Bowers, Worcester, said the matter of 
clinics had been discussed by the New England 
Medical Council of which he was secretary. He 
presented a statement. (See Appendix No. 1.) 

C. E. Mongan, Middlesex South, spoke in part 
as follows: 

Mr. President, with all due regard to the doe- 
tor who has spoken, I think the question before 
this house is the recommendation contained in 
the report of our Committee and not of some 
other outside proposition. His is simply an opin- 
ion of another organization that is very simi- 
lar to the opinion of the American Medical As- 
sociation. The New England Medical Council 
is working on the same subject that we are, but 
the question here is the report handed in by 
our Committee on Clinies, Health Associations 
and Industrial Clinies. I think I shall vote for 
the report, but before doing so I want to say this, 
and | am sorry and I regret that the report does 
not cover more ground. It is what it does not 
cover that is significant, and not what it does 
cover. 

It refers to special clinics. What are special 
clinies, and how many are there? If it means 
clinies of the State Board of Health, or of local 
boards of health, we have no power over them. 
But if it means a clinic in which a hospital is 
using an endowment and subscriptions are re- 
quested from the public, and it is engaging in 
competition with the physicians in Massachu- 
setts, then we have something to say about it. 
Are there any such? I think so. They adver- 
tise in several ways, in newspapers, without 
paying for the advertising. There is one that 
has been recently active in the practice of med- 
icine in Massachusetts, and it has been domi- 
nated by a merchant prince,—and if I make 
any misstatement about this clinic I would like 
to be corrected. This man has given $155,000 
for this particular clinie and I am informed 
that he has raised the money to take care of 
the deficit for three years. The doctors work- 
ing in that clinie do not determine the fees that 
the patient shall pay. The fees are determined 


810 


M. M. S.—PROCEEDINGS OF THE COUNCIL 





N. E. J. of M. 
October 23, 1930 





in the front of the house, and among the stipula- 
tions is the statement made by this generous 
contributor, that the men who work in this spe- 
cial clinic should not charge as much as they do 
in their private practice. Who is practicing 
medicine? The clinic, or the men who are at- 
tending the patients? I have been informed and 
I am willing to be corrected, that any patient 
ean go to that clinic and make arrangements 
for treatment. That clinic is a very serious 
subject of discussion by general practitioners 
within 50 miles of Boston. If it is right for 
this Society to put its stamp of approval on 
that, very well, there are other organizations 
within 50 miles of Boston who are willing to 
take up the matter. It seems that the gentle- 
man who contributed to that also contributed 
to what is ealled the Public Hygiene Institute 
of Chicago, a venereal institute which advertises 
and has treated since 1920, 3,058,148 persons, 
each one of whom has paid. I eall your atten- 
tion to this, to show you that the same busi- 
ness promotion, influence and domination is now 
a factor in Massachusetts as has been so prom- 
inent elsewhere, where in 10 years they have 
treated 3,000,000 people. I am asking you to 
consider this. 

Now, to come back to our report of the Com- 
mittee on Clinics, Health Associations and In- 
dustrial Clinics. There is one clinic under the 
control of the State, the Cancer Clinie, which 
did not originate in the profession, but with 
which I think the medical profession is codper- 
ating and doing good work. In the report of 
our Committee it says: 

‘*As long as a spirit of competition between 
practitioners and associations prevails the pres- 
ent difficulties will continue. ‘To curb this spirit 
there should be a declaration of purposes and 
principles by both sides. Probably the present 
code of ethies is a sufficient declaration, on the 
part of the practitioners. The associations, on 
the other hand, have as yet made no commit- 
ments as to their present or future intentions. 
Until some such commitments on their part are 
made, the grounds upon which a truce or com- 
promise can be drawn are lacking—and no sat- 
isfactory solution of the problem is possible.’’ 
Therefore, in the words of the Committee, if 
you cannot make the industrial clinic and those 
who compose it, and those who control and com- 
pose private clinics and public clinics, make a 
declaration of their purpose, you are powerless 
and your Committee says so. I think with 
proper cooperation it could be done. Now, re- 
member, we all want the same thing, we are all 
in the same boat, we want full discussion because 
we are all interested in the protection of every 
man engaged in the practice of medicine. Are 
there any in Massachusetts who are members 
of this Society? There is one clinic operated 
by the State which is trying to control it. Some 
of my friends have disagreed with me on the 
subject. They say they are not practicing med- 





icine, but that this organization is an educational 
organization. This organization which I speak 
of had a meeting in Massachusetts on April 14 
to April 18. It is called the New England 
Health Institute. That is for the education of 
the layman and the public too, and perhaps the 
doctor. They have 13 codperative agencies and 
it has an arrangement with 150 doctors. But 
at its meeting in the Statler Hotel from April 
14 to April 18, I defy any man here to say 
that the audience was not made up of 80 per 
cent. public health men and very few doctors, 
and the program was 70 per cent. I venture to 
say on medical subjects. I attended and took 
part in the discussion. One discussion was a de- 
bate on public health work, health in the public 
schools, and an adequate program for the feeble- 
minded—and among the topies on that program 
there was almost every medical subject, includ- 
ing tuberculosis and venereal disease. Will you 
tell me why it is necessary for an organization of 
that sort to take up the treatment of certain 
diseases which should come to a doctor, as the 
only one who ean advise and ean treat? There 
was discussion on venereal disease in private 
practice, and preventive obstetrics which was 
largely attended until the audience found out 
it did not mean preventive, did not mean just 
what it said, and then the audience began to go 
out. That was the New England Health In- 
stitute. 

Now take the recommendation of our commit- 
tee, the first of the final recommendations: 
‘*As far as possible the Medical Society or its 
branches should undertake the medical respon- 
sibility or at least supervision of these special 
clinics. The time has come for a more aggres- 
sive attitude on the part of the profession, an 
attitude that will not subject the profession to 
the criticism of inactivity. That such a pro- 
cedure is feasible, is demonstrated by the Can- 
cer Clinics of this state. The experience of these 
clinics should be very helpful.’’ That is, spe- 
cial clinies in state control and loeal control need 
publie supervision because it does not take long 
for a well baby clinic to become a sick baby 
clinic. They lose their purpose and fail to be 
well taken care of, and from this baby clinic a 
well baby may be a sick baby. 

Second: ‘‘The Medical Society should in 
every way possible develop activities looking to- 
ward postgraduate instruction of the profes- 
sion.’’ In 1923 I asked this Council to do the 
same thing, and it refused. There is one section 
of this Society which has been doing it for six 
vears, the Section of Obstetrics, and year be- 
fore last we visited 16 cities and towns in Massa- 
chusetts and came in contact with a thousand 
doctors. Basing our experience on those activ- 


ities, the profession is ready to take any post- 
graduate course in any subject, if the Society 
will go to the profession. 
recommendations No. 2: 

‘‘The practicing physicians have been and as 


Again quoting from 
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far as can be seen will always be the chief fac- 
tors in the health of the community. The early 
detection of tuberculosis or of cancer, the treat- 
ment of heart disease, prenatal supervision, im- 
munization against diphtheria, health examina- 
tion, ete., are the duty and privilege of the prac- 
ticing physician. Many vital details of each 
of these have doubtless been developed since 
they went into practice. To facilitate their 
familiarity with the everchanging tools of their 
profession is an important function of their 
Medical Society.’’ Every man on that com- 
mittee has a knowledge of the condition and is 
familiar with clinics, and the environment in 
which some of them were brought up. But we 
are just where we began, it does not furnish us 
with any machinery by which we can take hold 
and solve the problem that is now before the 
profession. And back of all of this—the Ameri- 
ean Medical Association and everything,—is the 
fear that the state will step in and do something 
about it. Sometimes I think the program of 
the State Department of Public Health, the pro- 
gram of the City Department of Health, is a 
menace to the practice of medicine generally, 
and if its development is not stopped it will 
supersede the general practice of medicine. I 
think I have not transgressed the purpose of 
this report. I am trying to give you something 
definite in regard to what is going on back of 
the Medical Society. But if we adopt this re- 
port we shall not have made any progress. If 
we had some machinery, I don’t care whether 
it is a Committee on Public Relations or what 
it may be, that would simply give us the means 
to carry out what we all have in mind, I be- 
lieve we could work out a situation in which 
the proper practice of medicine would not be 
interfered with. These clinics are now becom- 
ing universal. 

I shall have to vote for this report because 
I think it is, at present, the best way out of a 
difficulty, but I do not think it should be left in 
that way permanently. (Applause.) 


PRESIDENT GREENOUGH: Do I understand 
that you move the adoption of the report? 


Yes. 


PRESIDENT GREENOUGH: 


Dr. Monean: 
And is it seconded? 
Second the motion. 

Is there further dis- 


Dr. CHEEVER: 


PRESIDENT GREENOUGH: 
cussion ? 


C. G. Mites, Plymouth: I have listened with 
a good deal of interest to the remarks of Dr. 
Bowers and with most of his report I am in 
thorough accord; but like Dr. Mongan I don’t 
feel that so far as this Society is concerned it 
has any place in regard to what we shall do at 
a Council meeting. I have listened also to what 
Dr. Mongan has said and I might add this, that 
I am in thorough accord with practically all of 





his remarks, but I do want to defend the posi- 
tion I took last year, and my position is this: 
I feel that this body of men here today con- 
sists of the best that there are in New England 
and therefore when we have such a serious 
proposition as this now before us, this body 
should exercise due care in the adoption of such 
recommendations as we may decide to make. 

When we accept this report we go on record 
as approving everything that this Committee 
has given us to aceept. Last June, although I 
did not say so on the floor, I took occasion to 
notice that there was not one man on that Com- 
mittee that knew the problems of the general 
practitioner all over New England, and espe- 
cially of the State of Massachusetts, not one 
man on that Committee knew their problems. 
Any general practitioner that is here today 
knows that competition is very keen among the 
health agencies, and the general practitioners. 
As far as surgery is concerned, when a case is 
called to the attention of the general practi- 
tioner, a case which needs surgery, he immedi- 
ately calls in the surgeon, and in most of the 
instances where he is called in the general prac- 
titioner’s diagnosis is correct. That particular 
patient goes to the hospital, and I am asking you 
gentlemen here today—there are not any sur- 
geons here today—how much money does the 
general practitioner get out of that case? It 
is absolutely negligible. The surgeon puts a 
high value on his service, for which I commend 
him. Then in heaven’s name why not give the 
general practitioner a chance? Why not work 
with him? Why not have him given the same 
chance, so that he ean live in a respectable man- 
ner? I don’t say that he does not live in a 
respectable manner, but I do say this, that even 
when men collect 2’s, 3’s, and 5’s, it is a good 
deal harder to accumulate than it is when they 
collect 50’s and 75’s, and three and four figures 
for service. So that I maintain that this So- 
ciety, this body of intellectual men, should get 
behind the general practitioner, and give him 
a better chance. 

Now, this report as it reads does not mean 
anything tome. The recommendations are: ‘‘1. 
The Committee suggests that the Council should 
direct that a.copy of the earlier part of this 
report be sent to the special Clinics and Health 
Associations, and Industrial Clinics of this State. 
2. <As aids to the effective and happy coérdina- 
tion of the activities of the health agencies and 
practicing physicians, the Committee makes two 
recommendations. (a) As far as possible’’— 
that does not mean anything, and it does not 
make any definite statement—‘‘the Medical So- 
ciety, or its branches, should undertake the 
medical responsibility, or at least supervision, 
of these special clinies.’’ 

In Brockton, and I am chairman of the Brock- 
ton Board of Health, we have several clinics con- 
nected with our Health Department. This sum- 


mer a well-known medical man, one who stands 





812 


M. M. S.—PROCEEDINGS OF THE COUNCIL 





N. E. J. of M. 
October 23, 1930 





high in this Society, came to Brockton, and in 
my presence he said this: ‘‘I don’t doubt but 
that you are doing the best you can, but if you 
have not got competent men to do the examina- 
tion work we will supply the men.’’ We thought 
we had competent men, and were willing to give 
them a chance, and we were wholly in accord 
with his views. 

I have taken the stand that there is only one 
way to get at this clinie condition, and that 
one way is this: Find out what the conditions 
are in Berkshire County, Bristol County, Essex 
County, Hampden County, Franklin County, 
Middlesex County, Hampshire County, Norfolk 
County, Plymouth County, Barnstable County, 
Suffolk County and Worcester County. I would 
suggest that we go on then and get down to rock 
bottom facts, and have this Society correspond 
with the different presidents of the particular 
medical societies, and find out directly what 
the conditions are in these different societies, 
and make a complete and thorough study, in- 
stead of recommending something that really 
does not mean anything, because, as Dr. Mongan 
has said, the condition which confronts us is a 
very serious condition and has taken thousands 


of dollars out of the general practitioners’ 
pockets. We are a strong organization. Why 


not codperate with the general practitioner so 
that he can live better?) Why not help him in- 
stead of taking money out of him indirectly as 
vou may say? So that so far as this reeommen- 
dation is concerned, it simply makes the general 
recommendation. If it had come to a pass like 
this, where a man with a patient does not know 
how to diagnose the ease, and must send to 
Brockton or Woreester or Boston to tell him 
whether the patient has got one disease or an- 
other, then God help that man. He is really not 
right. But I believe there are very few in the 
general practice of the profession at this time 
that do not know how to practice general med- 
icine. Therefore I suggest that we get down 
to facts, and find out just what the eonditions 
are in all the several localities in the state of 
Massachusetts. 


W. H. Enswortnu, Suffolk: In Boston we 
have a group of health units, provided for out 
of the bequest in the George Robert White Fund, 
and I know of a woman who is well-to-do, and 
other people also in comfortable circumstances, 
served from these centers. The man in charge 
of the station of the Health Department says 
everything is all right, and in the ease of that 
woman the mother wanted to wean her baby. 
The mother was recommended to take the child 
to the health unit, and while she did not do it 
for a while she finally did do so. She went down 


there and they recommended a certain diet. 
Finally she came to me as the family physician 
and I was able to get the situation corrected. 
The diet which had been prescribed was ridicu- 
That is the status of many 


lous, in my opinion. 





of the cases which are treated in these clinics, 
but if you do say anything to these health units 
they reply: ‘‘We do not take any responsibility 
about the matter.’’ I say it is a serious menace 
that such conditions exist. 

The City Hospital has a branch, and I know 
in my part of the city many people go there 
in the interest of saving their money. Then 
there is the insurance menace. The insurance 
company tries to sell its subscribers these clinics. 

I am in favor of every district society having 
a committee on ethics and discipline, and every 
society having a committee on board of health 
work, and then in Middlesex or Hampden, or 
wherever it is, if the thing done is not right, 
let them eall the man before them and see what 
is behind the complaint received. If it is a com- 
plaint against an insurance company, a health 
unit, or anything else, doing what it ought not 
to do, then we have the means at hand with 
which to ascertain the facts and take the neces- 
sary steps. There is no more reason why people 
should get medical advice for nothing than that 
they should get their groceries for nothing. I 
should like to see each medical society provided 
with a committee who ean investigate by hear- 
ings, and can make recommendations. I think it 
would be a fair solution of the matter. I throw 
that out for consideration, but not as a motion, 
that each district society have its own commit- 
tee. I think it would be something concrete, and 
I believe that.it would afford the means by which 
we could create a better spirit and better result 
in the handling of these eases. 


E. H. Trowpripce, Worcester: I move as an 
amendment, that this report be referred back 
to the Committee for more definite study and 
a final report to this body. 


(The motion is seconded.) 


PRESIDENT GREENOUGH: You have heard the 
motion that this report be referred back to the 
Committee which prepared it, with the request 
that they give the matter further study. That 
amendment has been proposed and seconded, and 
it is in order now for anyone who desires to 
speak in regard to the amendment. 


Dr. Monaan: I am glad to speak on that 
amendment. I think we do need more study. I 
am perfectly willing that this matter be referred 
back for further study with the idea that a sur- 
vey will be made and a lot of things ascertained, 
the Committee to let us know when it has studied 
it as fully as possible. 


PRESIDENT GREENOUGH: Those in favor of 
referring this report back to the Committee with 
request for further consideration and another 
report to the Council will please signify by say- 
ing Aye. 

The motion prevailed, oniy a few negative 
votes being heard, and the motion was so 
amended. 
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The original motion as amended, being put 
by the president, prevailed without dissent. 

Dwight O’Hara, Middlesex South, spoke in 
support of the remarks which Dr. Mongan had 
made and expressed surprise that there were 
on the Committee having this matter in hand no 
general practitioners. 

The Report of the Committee on Permanent 
Ilome was read by T. J. O’Brien. (See Ap- 
pendix No. 2.) 

On motion of Dr. Mongan, duly seconded, that 
the report be accepted, the question was put and 
the motion prevailed without dissent. 

The report of the Committee on the New Eng- 
land Medical Council was presented by W. P. 
Bowers (see Appendix No. 3), who spoke in 
part as follows: 

If there is any question about the New Eng- 
lard Medical Council, let me say that it is an 
organization which the Massachusetts Medical 
Society has heretofore recognized, and it is an 
organization of delegates from other organiza- 
tions. I am sorry that the question of the pro- 
priety of some of these other organizations has 
not been settled. I have here a communication 
from the New England Medical Council which 
contains a summary of recommendations by the 
President of that Council, and we submit this 
communication to you as a part of our report. 
The president of the Council in drawing up this 
summary has presented certain matters which 
we believe to be of interest with reference to 
- medical affairs. I simply suggest that this re- 
port be submitted to the Standing Committee 
on Public Health, because there is no Commit- 
tee on Public. Relations, and I hope that they 
will submit some report which will determine 
whether we want a committee on public relations 
which will have a broader scope than the Com- 
mittee on Public Health. 

Upon motion duly seconded that the report 
and recommendation be received and referred 
to the Committee on Public Health, the question 
was put and the motion prevailed without dis- 
sent. 


J. W. Barton, Suffolk: Mr. President, if this 
is the proper time to present a motion for a 
new committee, I desire to present such a motion 
and to make a few remarks upon it, so that the 
Council may consider the matter as a whole. 
(Reads motion.) 

Moved: That a Committee on Public Eduea- 
tion be appointed by the President as a sub- 
committee of the standing Committee on Public 
Health, to procure the preparation of material 
for (the public) the daily press and for radio 
broadcasts on medical subjects, and to assume 
responsibility therefore in the name of the Mas- 
sachusetts Medical Society. 

It has been apparent, I think to everyone that 
there is a desire for the education of the pub- 
lie in medicine. It is well known that broad- 
casting has been done, sometimes appropriately 





and sometimes inappropriately, and members of 
this Society have been asked to broadeast on 
medical subjects, which they have declined to 
do stating that there might be a question of 
policy involved and that they had better not 
venture to touch it at all. Other members in 
pursuit of what they thought was a desirable 
activity have acceded to the request, and they 
have been criticised for doing so, with the sug- 
gestion that it was injuring the business of the 
individual doctors. It seems that this Society 
can take and should take an attitude in the mat- 
ter of medical broadcasting which will very 
much assist us in determining this matter, and 
that under a proper committee broadcasting can 
be given the approval of the Society and that 
if there is codperation. with the Committee so 
appointed the matter could be handled to the 
satisfaction of everybody probably. This mo- 
tion is for the appointment of a committee which 
is a sub-committee. In other words, this is a 
matter which is subordinate to the business of 
the Committee on Public Health. But the neces- 
sity of the matter may make it clear that we 
are not qualified to meet the demands for this 
or that broadeasting. Therefore it lies within 
the power of the president, following the adop- 
tion of this motion, to make what is virtually a 
new committee, but which will be a part of the 
Committee on Public Health. I will read the 
motion again, and then leave it with the Council 
(reads motion). 

The motion is seconded. 

Upon suggestion of Dr. Mongan, consented to 
by Dr. Bartol, there were also embodied in the 
motion the words ‘‘The public’’ as well as for 
the daily press and for radio broadeasts on medi- 
cal subjects. 

G. H. Bigelow, Suffolk, spoke in favor of the 
adoption of the motion and the appointment of 
such a Committee on Public Education recom- 
mending that it be made as broad as possible in 
scope and particularly in view of the frequent 
inquiries from fraternal organizations which are 
concerned with pension laws and are seeking 
advice. It would be of great assistance to the 
State Department of Public Health. 

The question was put and the motion pre- 
vailed without dissent. 

Upon nomination by the Chair, at the request 
of Middlesex South, E. A. Darling of Cam- 
bridge was appointed a Councilor from Middle- 
sex South, in place of W. A. Putnam, deceased. 

W. A. Lane, Norfolk, presented the following 
resolution which upon motion and direction of 
the president was referred to the Committee on 
the Workmen’s Compensation Act: 

‘‘Reeognizing that there is a dissatisfaction 
among the medical profession in Massachusetts 
with the fees allowed under the terms of the 
Workmen’s Compensation Act, owing to the fact 
that remuneration for professional services in 
such cases is dictated by the insurance com- 
panies, it is Moved: That the Committee on the 
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Workmen’s Compensation Act be authorized to 
prepare a fee table which shall serve as a basis 
for equitable charges in cases coming under this 
Act.’’ 


Dr. Monean: I wish to introduce a new 
resolution: ‘‘Resolved that all members of the 
Council who have any new business shall send 
to the secretary of the State Society such resolu- 
tions, and that these resolutions be distributed 
to the members of the Council.’’ 

My object is that sometimes we have not suffi- 
cient time to give to a resolution which may be 
presented at a meeting. It is a rule of the 
American Medical Association that all new 
resolutions shall be presented with at least one 
day’s notice before action is taken. 

The resolution was duly seconded by Dr. Miles 
and the question being put, the motion prevailed 
without dissent. 

H. G. Stetson, Franklin, said he had a report 
of the delegation from the Massachusetts Medi- 
eal Society to the meeting of the House of Dele- 
gates of the American Medical Association at 
Detroit, last June, and on motion, duly seconded, 
it was voted to print it in the Proceedings of 
the Council. (See Appendix No. 4.) 

The President spoke of the book prepared by 
Henry R. Viets, a Fellow of the Society, for the 
Committee to Codperate with the Committee on 
the Massachusetts Bay Tercentenary, Ine., ‘‘A 
Brief History of Medicine in Massachusetts,’’ 
just now being issued from the press of Hough- 
ton Mifflin Company and hoped that it would 
be given favorable attention. 

Adjourned at 2:06 P. M. 

Watrter L. Burrace, Secretary. 





APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


APPENDIX NO. 1 


REPORT OF THE ATTITUDE OF THE NEW ENGLAND 
MEDICAL COUNCIL ON CLINICS 


It has been suggested that the attitude of The New 
England Medical Council may be of interest in con- 
nection with the consideration of Clinics. It is cus- 
tomary for the President of this organization to ap- 
point a committee to consider subjects discussed at 
the meetings of this body and report thereon. At 
the meeting held in February, 1930 one of the sub- 
jects discussed was “The Relation of Clinics and 
Health Associations to the Medical Profession.” The 
committee appointed to deal with the subject con- 
sisted of Dr. John M. Birnie of Massachusetts, Dr. 
J. W. Leech of Rhode Island, Dr. David W. Parker of 
New Hampshire and Dr. Robert B. Greenough of 
Massachusetts. 

Dr. Birnie presented the report of this commit- 
tee. The part relating to clinics and other organiza- 
tions having definite relations to medicine is as fol- 
lows: 

The New England Medical Council recognizes the 
fact that the development of lay health agencies, in- 
dustrial health projects, the increase of the activities 
of federal, state and city Health Departments, and 
the rapid advances in’ medical science, have all con- 
tributed to introduce problems in regard to the rela- 





tion of the general practitioner to his patients and 
to these other health activities, which demand solu- 
tion. In attempting a solution of these problems it 
must be remembered that the physician is bound by 
the code of ethics of his profession, and that this 
code must be maintained inviolate. These conditions, 
in so far as they affect the relation of patient and 
physician, should be made applicable equally to all 
institutional, governmental and lay Health organiza- 
tions. Under these circumstances the following gen- 
eral principles may be set up: 

(1) Special clinies now exist in many places for 
the diagnosis and treatment of tuberculosis, cancer, 
diabetes, heart disease, arthritis, maternity, pre- 
natal clinics, baby hygiene, asthma, ete. Clinics of 
this nature should function as consultation clinics 
only. Patients should be referred to these clinics 
by their own physicians. They should receive diag- 
nosis and any special treatment required, and should 
then be returned to the physician with information 
as to what has been done, advice as to further treat- 
ment, and the cooperation of the physician should be 
secured in any subsequent follow-up. 


(2) Free patient clinics should be conducted only 
for indigent patients and a careful social service 
survey, as now practiced in many of our metropolitan 
hospitals, should be made before admission. In the 
rural districts the further development of hospital 
centres offers the most economical and effective way 
of carrying this service to the smaller towns. 


(3) Part-pay clinics for patients of moderate means 
should be conducted like the special clinics, on a con- 
sultation basis. Such patients should be referred 
by their own physicians and should be returned with 
a report on the diagnosis and the treatment given, 
and with suggestions for further care and for fol- 
low-up. 

(4) At the present time the general practitioner 
finds that the most serious obstacle which prevents 
his giving to his patients the best service of which 
modern medicine is capable is the lack of facilities 
for laboratory examination. Some provision should 
be made through the hospitals (aided, if necessary, 
by the State and Municipal Departments of Public 
Health) by which laboratory examinations of urine, 
blood, stools, blood chemistry, pathology, serum re- 
actions, x-ray, cystoscopy, and so on, should be made 
available at cost, or, in suitable cases, free of all ex- 
pense, on the request of the general practitioner. 
This would enable him not only to take an interest 
in, and make satisfactory examinations of patients 
in apparent health, but should be available to him 
in the case of indigent patients when necessary in 
the treatment of disease (this recommendation is a 
sweeping one and is, frankly, open to discussion). 


(5) Industrial medical practice and workmen’s com- 
pensation. Many difficulties appear to develop as a 
result of the practice of employing physicians in 
industrial organizations. For the study of the dis- 
eases peculiar to the industry, and for first-aid work, 
this practice cannot be criticised. With these ex- 
ceptions, however, it is believed that physicians em- 
ployed by industrial concerns should restrict them- 
selves to consultation service, and should refer pa- 
tients to their own physicians for treatment. The 
study of this aspect of medical practice must be 
earried further, and a definite recommendation at 
this time cannot be made. 
Joun M. Birnie, Chairman. 


APPENDIX NO. 2 


Report OF COMMITTEE ON PERMANENT HOME 





Acting upon the authority conferred at the Annual 
Meeting in June, 1930, a meeting of your committee 
was held on July 10 to consider the problem of rent- 
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ing space in the proposed addition to the Boston 
Medical Library. Dr. John W. Bartol, President of 
the Library and the executive committee—Drs. Wads- 
worth, Davis, Painter, Quinby, Cummin and Racke- 
mann were present and Dr. Walter P. Bowers, the 
Editor of the New England Journal of Medicine, Dr. 
Homer Gage, Chairman of the Committee on Publica- 
tions and Dr. David N. Blakely, Chairman of the 
Committee on Membership and Finance, were invited 
as advisers. The blue prints of the proposed addi- 
tion had been studied and a minor change was agreed 
upon concerning the installation of certain plumbing. 

The matter of our annual payment of $1200 to the 
Library was reviewed. The records show that $750 
was appropriated as equitable for services rendered 
and for the use of the Library building for Council 
meetings and committee meetings and the use of the 
vault from 1901 when the building was erected, to 
1924. In the latter year the Council voted to increase 
the amount to $1200 and to include the services of 
Mr. James Ballard who acted as an executive as the 
Library then served as the headquarters for the So- 
ciety. 

The estimated cost of constructing and maintain- 
ing the floor assigned for the use of the Journal staff 
and the executives of the Society in the new build- 
ing was agreed upon as about $2600. The Library 
agreed to furnish fixtures, water, heat and janitor 
service but requested the occupants to pay for the 
electricity used by them. 

After a thorough discussion it was tentatively 
agreed that “the Massachusetts Medical Society 
would occupy the space on the ground floor of the 
Boston Medical Library, as shown on the plan ex- 
hibited at the meeting, and marked for mutual oc- 
cupancy by the Society and the New England Journal 
of Medicine; that the Society agrees to occupy said 
quarters for a period of five years subject to an ad- 
justment in two years if it is found that this sum 
is impracticable; and that the yearly proportionate 


- cost of maintenance be $3500”. 


Our present floor space at Newbury Street totals 
1300 feet, the annual rental is $2,000, with the lease 
terminating on October 1, 1931, at which time the 


above agreement begins. This amount added to the 
yearly payment of $1200 to the Library totals $3200. 
The space at The Fenway totals 2400 feet and two- 
thirds will be occupied -by the New England Journal 
of Medicine which will pay that proportion of the 
annual payment. The difference between $3200 and 
$3500 is not great and we shall have ample space for 
normal development for the next six years. We 
shall not be called upon to ‘make any other pay- 
ment to the Library and are to have the use of the 
building whenever we need it for Council or other 
meetings and the use of the vault. 

In July the death of the owner of the estate ad- 
joining the Boston Medical Library at 22 The Fen- 
way presented the opportunity of acquiring this 
house for a permanent home. Your committee in- 
spected this property and also that of the Storey 
estate next to the Preston house. The latter prop- 
erty was offered to us at a very reasonable figure 
and is in excellent condition with many spacious 
rooms and modern heating, lighting and plumbing 
equipment. It would be an ideal residence but would 
offer many serious financial problems if recon- 
structed into an office building. Expert advice was 
obtained and after due consideration we reluctantly 
voted not to purchase either property at the present 


time. 
Tuomas J. O'BRIEN, Chairman. 





APPENDIX NO. 3 


REPORT OF THE COMMITTEE ON THE NEW ENGLAND 
MEDICAL CoUNCIL 


Recommendations submitted to the New England 
Medical Council by the President, Bertram L. 
Bryant, Bangor, Maine. 


This summary was drawn by Dr. Bryant in an 
effort to put into concise form the sentiments ex- 
pressed at a previous meeting of the New England 
Medical Council together with a report of existing 
methods adopted in Maine. He spoke as follows: 


It seems to me that the New England Medical 
Council can only be an advisory body, and if it is 
to be of value in the future there must be some 
plan of organization in the several State Associations 
in which its conclusions may be considered and if 
suitable, adopted. I am suggesting that each State 
Association not now having such a body, appoint 
a Committee of Public Relations of five members to 
whom the work of the New England Medical Coun- 
cil can be referred; that this committee undertake 
to have a like committee of codperation appointed 
in each of their county societies; that these com- 
mittees be made up of the more public spirited men 
who are interested in the future welfare of the 
medical profession, and who would be willing to 
give time and thought to help solve some of these 
problems that are of special interest in their own 
locality. The membership might well include some 
of the local members of the New England Council. 

The State Committees might hold conferences with 
and have better understanding with 


State Boards of Health 

Employers of Physicians in Industrial Work 

Accident and Industrial Commissions in care of 
cases coming under workingmen’s compensa- 
tion laws 

Health Foundations 

To study the cost of medical care 


COUNTY COMMITTEES 


Methods of organizing County Societies for par- 
ticipation in and supervision of lay health work, in- 
cluding local clinics. 

How to make local hospitals health centers, with 
the codperation of hospital staffs. 

How to make available the material in these hos- 
pitals for clinics for meetings of County Societies. 

How to work out a plan for care of the sick in 
rural communities in their own county. 

As regards the relation of the physician to lay 
health organizations, I think in Maine we have a 
very satisfactory arrangement which seems to be 
functioning well. 

Several years ago, there were a number of in- 
dependent lay organizations in the state doing health 
work. An attempt was made to coordinate these 
groups in the formation of the Maine Public Health 
Association, a reorganization of the former Anti- 
Tuberculosis Association, and with central offices 
at Augusta. 

The general supervision is vested in an executive 
committee of twelve, made up of officers and others 
elected by the Board of Directors. At the present 
time there are six physicians on the committee, 
which meets at the office in Augusta once a month. 
On the service staff we have a 

Supervising Nurse 

Supervisor of Child Health Education 
Financial Secretary 

Office Secretary and Staff 

Clinic Nurse 

Fourteen Field Nurses 


The chief function of this Association is the edu- 
cation of the public in matters of health. For this 
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purpose the work is organized under nine sections 
known as that of 


Public Health Nursing 

Health Education 

Cancer Prevention 

Heart Disease Prevention 

Dental Hygiene 

Mental Hygiene 

Social Hygiene 

Vision and Hearing Conservation 
Section of Crippled Children 


Each one of these sections is under the charge 
of a chairman, assisted by a small committee. Seven 
of these committees are made up of physicians, ex- 
perts in their lines of work. These committees as- 
sist in the development of the work in their par- 
ticular section. All programs of work in the begin- 
ning were reviewed and approved by the Committee 
of Public Relations of the Maine Medical Association, 
then in turn by the County Medical Societies where 
health programs were to be carried out. It is be- 
lieved that the successful development of any branch 
of the program depends chiefly upon the codperation 
and approval of the medical profession. 

The method of working is perhaps best illustrated 
by the management of chest clinics. Forms are sent 
early in the year to the officers of the county medical 
societies for their signatures. They are asked to in- 
dicate how many clinics they wish during the year, 
and a tentative date for a joint meeting of the medi- 
eal society where the demonstration is desired. A 
full time clinic nurse then goes to the city or town 
indicated and helps organize the clinic. A place of 
meeting is selected. As many local physicians as 
possible are visited and are asked to send patients 
to the clinic. If the society has no choice of medi- 
cal experts, usually members from the Committee 
on Tuberculosis and Heart Section are willing to 
serve, or will suggest experts to do the work. 

No patient is admitted to the clinic except through 
the family physician, who is always requested to be 
present at the examination. Patients are given ap- 
pointments and careful histories in triplicate are 
written beforehand for the clinician, the family physi- 
cian, and the field nurse. The clinic nurse is also an 
x-ray technician, and carries with her a _ portable 
x-ray apparatus and is able to take all films desired. 
These clinics usually begin in the morning and carry 
on through the day. In so far as is possible, all 
examinations and tests are completed, x-ray films 
developed, and a joint meeting held with the county 
society in the evening where the films are shown 
and the cases discussed. The clinicians have charge 
of the general program for the evening. Complete 
copies of all histories and findings of examinations, 
when completed, are kept on file at the home office 
and copies are sent to the family physician, and in- 
structions to the local nurse to follow up when ap- 
proved by him. 

Similar clinics under other sections are carried 
on when requested by the county societies. De- 
veloped in this manner, there is complete codpera- 
tion between the medical profession and the Maine 
Public Health Association. 

The work is financed by the sale of seals, by 
private subscription, and by town appropriations. 
It is the policy of the Association that health work 
shall be paid for by the locality in which the serv- 
ice is given. When a permanent nursing service is 
asked for, each town is requested to raise its pro- 
portionate share of money for its support; in addi- 
tion, eighty per cent. of the money from the sale 
of seals is retained by that locality for this work. 
Where scattered towns raise money and there is no 
organized service, a float nurse goes from place 
to place and gives service to the amount of money 
appropriated. Most of the permanent services at 
the present time are self-supporting. 





The budget for this year calls for seventy-two 
thousand dollars ($72,000), a small advance over 
what was spent last year. 

Voted at the meeting of the New England Medical 
Council that this report be and hereby is endorsed 
and it is recommended that especial consideration 
be given to the facts and suggestions made therein, 
by the several New England State Medical Societies 
or duly authorized committees. 





APPENDIX NO. 4 


REPORT OF DELEGATES FROM THE MASSACHUSETTS MEbI- 
CAL SocieETY TO THE MEETING OF THE AMERICAN 
MepicAL ASSOCIATION HELD AT DETROIT, MICHIGAN, 
JUNE 23-27, 1930 : 


This Society was represented at the annual meet- 
ing of the American Medical Association by five of 
its regularly appointed delegates, Doctors Burnham, 
Cody, Lee, Mongan and Stetson, and by Dr. William 
H. Robey, acting for Dr. Lund, who was unable to 
attend. Of the three sessions held by the 
House of Delegates, five of these members at- 
tended every session and one attended two of three 
sessions. As you will see, this lacks only one of be- 
ing a perfect score for the Delegates of the Society. 
In addition, Massachusetts was further represented 
by Dr. Frank R. Ober, of Boston, representing the 
Section of Orthopaedic Surgery. Two of the Dele- 
gates were appointed as members of the Reference 
Committee, Dr. Mongan to the Reference Committee 
on Legislation and Public Relations, and Dr. Stetson 
to the Reference Committee on Amendments to the 
Constitution and By-laws. 

The Detroit meeting, like other recent meetings 
of the American Medical Association can be called 
a highly successful meeting. The word “successful” 
embraces the Scientific Program, the Scientific Ex- 
hibit, the Commercial Exhibit, and the large num- 
ber of physicians attending the meeting. The state- 
ment made in the report of the Delegates for last 
year can be repeated this year, that these meetings 
are without question, among the most important and 
most valuable educational factors that are put before 
the medical profession of the United States during 
the entire year. It is to be regretted that more 
physicians do not see their way clear to attend these 
meetings and by their attendance, reward the efforts 
put forth by the officers of the Association, to make 
the meeting of value. 

The reports of the officers of the Association were 
as usual, interesting and instructive, and brought out 
clearly the work that the Association is doing in its 
various departments. From these reports it was 
shown that the Association is slowly increasing its 
membership and its fellowship; that there was a 
net financial gain to the treasury of something over 
$200,000, during the year; that the average weekly 
circulation of the Journal for the year was 92,220 
copies; that the net loss in the publication of the 
special journals was over $25,000; that the circula- 
tion of “Hygeia,” the health magazine published by 
the Association, was in excess of 75,000, only 30% of 
which were physicians, and that this publication in 
1929, was more than self-supporting; that the total 
gross income of the Association was about $1,628,000, 
and the gross expense, about $1,420,000. 

Throughout the meeting there was a strong and 
constantly recurring note of the socialistic changes 
taking place in the economic relationship of the 
physician and the public existing at the present time, 
together with repeated urgings that the profession as 
a whole recognize this, and that they bring to bear 
upon this problem, the concerted action of the wis- 
est and most judicious minds in the profession, in 
order that the problem may be met in the most 
practical way. Only by pursuing the wisest possible 
course, can the profession hope to retain its present 
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high standing in the public mind. The tendency 
to commercialize the services of the physician, and 
to compel him to bear more than his share of the 
burden of caring for the sick, was brought out in 
the remarks before the House of Delegates, by both 
the President and the President-Elect of the Asso- 
ciation, as well as by the Secretary. It was also 
gone into more at length and in a somewhat differ- 
ent way by the incoming President in his inaugural 
address. 

Dr. West sums up in a clear and succinct way, the 
outlines of relief that should be considered by the 
profession when he says “The conditions of the times 
demand that a more militant spirit should be de- 
veloped in every unit of our organization. To the 


end that each in its own sphere will become more 
efficient in its work for advancing the science of 
medicine, for improving the means and methods of 








its application, for bettering the public health, and 
for opposing anything and everything that would 
reduce a useful and honorable profession to the 
status of a trade or of a socialized group of hirelings 
with the professional ideals, and therefore without 
initiative or ambition for further scientific better- 
ment and without the spirit of humane service.” 

At its final session, the House of Delegates elected 
Dr. E. Starr Judd, of Rochester, Minnesota, as its 
President-Elect, and voted to hold its 1931 meeting 
at Philadelphia, Pennsylvania. 

The complete report and the reports submitted 
and the actions taken by the House of Delegates 
at its session appear in the Journal of the American 
Medical Association, and to those interested in the 
work of the Association I would most heartily com- 
mend their perusal. 

HALsert G. STeTSON. 
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INJURY OF THE SERRATUS MAGNUS (ANTERIOR) MUSCLE 


BY SETH M. FITCHET, M.D.* 


RAUMATISM involving the serratus magnus 

muscle usually produces a palsy due to con- 
cussion, compression, contusion, stretching, or 
laceration of the long thoracic nerve. Trauma 
may also produce tearing or rupture of the mus- 
ele itself either along its digitations, in the body, 
or at its seapular insertion. The early differen- 
tiation between a muscle injury and a nerve in- 
jury is Important. 

There are a goodly number of eases of paraly- 
sis of the lone thoracic nerve reported in the 
literature. I can find no reported eases of mus- 
cle injury in a rather eareful survey of the in- 
dices published since 1926. 

The main function of the serratus magnus 
muscle is to keep the scapula applied to the 
ehest wall and io aid in rotating the seapula 
when the arm is elevated. Its antagonists are 
the trapezius, the rhomboids, and the levator 
seapulae. The serratus magnus is innervated 
by the long thoracic (the posterior thoracic 
nerve, the long external respiratory nerve of 
sell) from the fifth, sixth, and seventh cervical 
nerves. 

Rupture of the serratus magnus muscle may, 
and paralysis of the long thoracic nerve does, 
prevent the patient from raising the arm above 
a right angle. With the arm raised anteriorly 
to a right angle the scapula projects, particularly 
at its lower angle and vertebral edge, producing 
the so-called ‘‘angel wing seapula’’ or ‘‘ winged 
seapula’’. ; 

Normally when the arms are elevated anterior- 
ly to a right angle the serratus magnus and 
rhomboids pull forward the vertebral border of 
the scapula and its inferior angle and thus fix 
the scapula firmly against the chest wall. 

Many conditions, other than trauma, have 
been listed as causing painful shoulders and alar 
scapulae. These causes should be carefully con- 
sidered even in eases of definite trauma. Ex- 
eluding trauma or violence, among the etiologi- 
eal factors mentioned by various writers are: 
anterior poliomyelitis, cerebral palsy, progres- 
sive muscular dystrophy, progressive muscular 
atrophy, cervical rib, lues, neuritis, exposure to 
cold and wet, and inflammation associated with 
‘typhoid fever, influenza, diphtheria, and ery- 
sipelas. Displacement of the scapula upward 
and outward may be due to partial paralysis of 
the trapezius when the spinal accessory nerve 
has been cut or injured. There may be multiple 
muscles involved, the deltoid, supra spinatus, in- 
fra spinatus, and one or another portion of the 
trapezius, and this is not infrequently the case. 
With these, however, this paper is not particu- 
larly concerned, the isolated injuries involving 


*Fitchet — Assistant Surgeon, Out-Patients, Massachusetts 
General Hospital. For record and address of author see “This 
Week's Issue’, page 845. 





the serratus magnus being chiefly considered in 
this diseussion. 

The long thoracie nerve is exposed to trauma 
as it traverses the sealenus medius, after emerg- 
ing from which, its superficial position permits 
direct pressure by objects carried on the 
shoulder, particularly if such objects are un- 
loaded by a short, quick shrug of the shoulder. 
Not all the nerve injuries can be thus easily 
explained, as will be noted in the cases reported 
herewith. 

The usual complaints by the patient are in- 
ability to elevate the arm above the level of the 
shoulder, pains about the shoulder (usually ‘‘in 
the shoulder’’), and varying degrees of lame- 
ness or stiffness of the shoulder. 

The most striking thing noted on physieal ex- 
amination is the ‘‘winged’’ scapula. The asso- 
ciated symptoms have been repeatedly described. 
As the patient is viewed from in front, there is 
drooping of the shoulder—the acromium is dis- 
tinetly lower than the acromium on the well side. 
As the patient brings the arms forward, the 
droop is slightly accentuated and invariably, as 
the arms go forward, the patient leans backward 
at the waist. As viewed laterally with the arms 
at the side, the inferior angle of the seapula 
tends to project and as the arms are elevated 
to the front or to the side the scapula becomes 
‘‘winged’’. In this position the vertebral bor- 
der remains almost vertical, that is, parallel with 
the mid-dorsal line, in all positions of the ele- 
rated arm. 


This vertical position of the vertebral border 
of the scapula on the affected side contrasts 
markedly with the well side where the inferior 
angle of the scapula is constantly carried well 
forward and outward with coincident increase 
of angulation until, with the arm in the vertical 
position overhead, the border of the scapula 
forms a wide angle with the mid-dorsal line. 

Exeept in obese individuals, when the arms 
are raised anteriorly, various digitations of 
the serratus magnus are normally visible, and 
as Skillern has pointed out, the lower five digi- 
tations are visible and palpable between the. ex- 
ternal oblique before, and the latissimus dorsi 
behind. These costal cushions are hard and firm 
normally and the bare ribs are felt ‘in palsy 
cases. 

Primary injury of the muscle or of the nerve 
is a rather difficult differentiation to make. Ser- 
ratus magnus injury, nerve or muscle, or both, 
is not infrequently overlooked. The scarcity of 
information about this injury is due, I believe, 
not so much to its rarity, as to its being over- 
looked by the examiner. A few points will be 





discussed in the following report of five cases 
which may help in the differential diagnosis. 
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Treatment should first be directed to putting 
the part at rest. An aeroplane type of splint 
with the weight of the arm and shoulder sup- 
ported from the pelvis, the arm slightly anterior 
to the mid-axillary line, gives satisfactory relax- 
ation and support. After the acuteness has 
subsided, the Faradie eurrent, gentle massage, 
and muscle training and reédueation are of 
value. The operative procedures are the last 
to be considered. If there is a bad deformity, 
suturing the latissimus dorsi over the angle of 

_ the scapula might be considered, but is, at best, 
only a makeshift and of value only in an attempt 
to reduce an accepted deformity. When the 
injury is primarily a nerve lesion and the 
residue is a complete palsy, Skillern has sug- 
gested a suture between the proximal end of a 
healthy nerve to the distal end of the long tho- 
racic nerve. The short sub-scapular nerve is 
about equal in size, of the same origin, and is in 
close proximity to the long thoracic. This might 
be worth trying. I ean find no record of its 
having been successfully done. 


In the palsy of poliomyelitis, Thomson and 
Miles suggest detaching the eclavicular portion 
of the pectoralis major from its insertion and 
suturing it to the serratus magnus so as to make 
it take on the function of this muscle; or it might 
be sutured to the axillary border of the scapula. 
The utilization of the pectoralis major would 
seem the most logical procedure to follow, should 
less radical measures fail. 


The prognosis should be guarded. If the in- 
jury is to the muscle and the patient is seen 
early, the prognosis is fair to good for com- 
plete recovery. _ If not seen early, the chances 
for full recovery rapidly decrease. If the nerve 
is primarily involved, much depends on its early 
recognition and the extent of the anatomical le- 
sion, the nutritional state of the paralyzed mus- 
cle, and the extent of the secondary changes in 
the antagonists. The nerve may be compressed, 
or contused, or have varying degrees of lacera- 
tion. When there is complete absence of reac- 
tion of the nerve to the Faradic and Galvanic 
currents, the prognosis is bad and surgical sub- 
stitution, or the training of other muscles to as- 
sume some of the functions of the serratus is 
indicated. 


CASE REPORTS 


Case I. A boy of seventeen years had been in a 
football scrimmage. As he was leaving the field he 
noted increasing pain in his shoulder and in testing 
out his motions at the shoulder joint, he discovered 
he could not raise his arm above the level of his 
shoulder. He was cared for by a masseur connected 
with the team, with subjective improvement. Three 
days after the scrimmage I saw this man in a rou- 
tine college physical examination. He had no com- 
plaint except an inability to elevate the right arm 
above the shoulder, and moderate lameness, with pain 
in his shoulder. 

Physical examination, 


locally, with the patient 


viewed from in front, both arms raised forward to 
just below the level of the shoulder, showed a mod- 





erate drooping of the right shoulder, the acromium 
being distinctly lower on the right than on the left 
side, with a backward inclination of the body in an 
effort to hold the arms forward. As viewed laterally 
with the arms at his sides, the inferior angle of the 
right scapula projected more than the left. When 
the arms were elevated, this projection became 
marked on the right. As viewed from the rear, as 
the arms were raised, the right vertebral border of 
the scapula remained almost vertical, parallel to 
the spine, and the scapula assumed the characteristic 
winged position. On the left there was the normal 
angulation and the scapula had its normal position 
against the chest wall. On palpation there was marked 
tenderness along the lower two-thirds of the ver- 
tebral border of the right scapula. There was an 
indurated area made out between the scapula and the 
chest wall, which was thought to be chiefly a hema- 
toma. There was no corresponding area on the left. 
Pressure over the digitations on the right produced 
pain referred indefinitely to the region under the 
body of the scapula—his “back.” The left side was 
normal. 

Comment: The diagnosis of rupture of the serratus 
magnus was made in this case because of the known 
trauma, which was adequate, although the direction 
of its application was unknown; because he had a 
classical winged scapula; because he was tender along 
the vertebral border of the scapula; and because he 
had an indurated area, probably hematoma, consist- 
ent with such a rupture. There was no convenient 
way to have an electrical examination made. 

Treatment: The right arm was put on an aero- 
plane type of splint with a pad over the scapula (see 
Fig. 4) and kept in this apparatus for a period of six 
weeks. In three weeks the indurated area had en- 
tirely disappeared. In five weeks baking, gentle mas- 
sage, and passive motion was started. In six weeks 
the splint was removed and a Lund swathe type of 
sling was worn. At this time baking, massage, and 
muscle exercises were elaborated. The massage and 
muscle exercises were continued until the ninth or 
tenth week. In twelve weeks’ time he had entirely 
recovered the use of the serratus magnus. 


Case II. A man of forty years, seen in a hospital 
clinic. He gave a story of having fallen on his left 
shoulder two years before. His shoulder had been 
painful and stiff since that time and he was unable 
to lift his left arm forward above the level of his 
shoulder. 

Examination showed a winged scapula on left. 
There was tenderness on pressure over the digitations 
of the left serratus magnus and this tenderness was 
referred to the scapula. There was slight tenderness 
along the lower half of the vertebral border of the 
scapula. There was moderate droop of the left 
shoulder. 

Comment: This man was seen but once, and failed 
to return for further study. It is known that he had 
had months of anti-luetic treatment. During that 
time his shoulder condition was not noted by his 
doctors, but he stated that there has been no improve- 
ment of the shoulder noted by himself in connection 
with his anti-luetic treatment. The alar scapula may 
have been connected with his lues, but I believe this 
winging of the scapula, with a history of trauma, 
followed by pain, stiffness, disability and local tender- 
ness suggest a serratus magnus injury. The prog- 
nosis is, of course, bad without operation. 


Case III. A mail carrier from Bath, Maine, aged 
thirty years was collecting mail from a street letter- 
box when a truck backed into him, squeezing his 
right shoulder between the letter-box and truck. There 
was a large black and blue area from his anterior 
axillary fold to about the level of his tenth rib on 
the right. There were slight abrasions in back, but 
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no area similar to that in front. He found he could 
not lift his arm forward above the level of his shoul- 
der. He had diathermia, baking, massage, and vari- 
ous other treatments over a period of eight months, 
with some improvement both subjective and objec- 
tive. X-rays were said to have shown no pathology. 
Two years after his injury legal settlement was enter- 
tained. He insisted he still had trouble lifting his 
arm, that there was pain near the angle of the scap- 
ula, and that there was a painful lump below and 
to the right of the right nipple. Various doctors for 
the defendants reported no pathology made out on 
examination. 

Our examination at this time, two years after the 
accident, showed a moderately projecting angle of 
the right scapula, a tendency to alar scapula. The 
angle between the spine and the vertebral borders 
was less on the right than on the unaffected side. 
There was a tender lump about one-half by one 
inch over the sixth rib outside the right nipple line. 
There was slight tenderness over the angle of the 
scapula, not weli localized. The right scapula gave 
the impression of being flatter than the left. The 
muscles over the scapula felt normal compared to the 
left. The flattening appeared to be due to closer 
approximation to the chest wall. 

Comment: This appeared to be a serratus magnus 
injury, a tearing at the digitations. The trauma was 
adequate. The persistence of pain in his “shoulder” 
was not so consistent with long thoracic nerve in- 
jury. The tender bunch over the sixth rib where the 
longest digitation of the serratus magnus normally 
lies and the slight winging, with perhaps some at- 
rophy of the muscle, was consistent with such a diag- 
nosis. The long thoracic was not exposed to direct 
injury by the accident described. The examination 
was made in an attorney’s office, with medical experts 
for the defendants present. The findings were so 
convincing that immediate and satisfactory financial 
settlement was made on this basis. 

Prognosis: The patient will probably not improve 
very much if any more. He can raise his arm over 
his head, having a little difficulty as it passes the 
horizontal plane. The tender area over the sixth rib 
on the right is probably scar and will not change 
without operative interference. 


Case IV. A machinist, forty years of age, fell a 
distance of about five feet, landing on his right shoul- 
der. He was treated at a dispensary for 17 days by 
baking. I saw him seventeen days after his acci- 
dent. He complained then of pain in his right shoul- 
der and inability to do his work. 

Physical examination showed an inability to ele- 
vate the right arm, laterally or forward, to the level 
of the shoulder, and inability to lift it at all against 
pressure. Along the anterior axillary line of the 
chest wall there was rather marked tenderness. As 
he elevated the arm, the angle of the scapula pro- 
jected and became winged in position as the arm 
approached an angle of 45° with the trunk (see Figs. 
5 and 6). There was distinct tenderness along the 
vertebral border. 

Immediate immobilization in an aeroplane type of 
‘ splint, to be followed with physical therapy, was ad- 
vised. This advice was not followed. He was seen 
subsequently by at least four doctors, one an ortho- 
paedic surgeon. The patient was given to understand 
that there was nothing seriously wrong with him. a 
bursitis perhaps, and the consensus of opinion was 
that he should go back to work. This seems amaz- 
ing advice—the man couldn’t possibly lift his arm to 
the level of his shoulder, and he was a machinist! 
About a month after his first visit I saw him again. 
He stated he was worse than on his previous visit. 
Examination at this time showed that he could ele- 
vate the arm forward about 70°, at which position his 
shoulder was very painful, his arm was held with 
great difficulty, and at most for a period of not more 





than fifteen to twenty seconds. In this position he 
did not show a marked alar scapula. Elevating the 
arm to the side to about 45°, he had a distinct alar 
scapula and was unable to maintain the arm against 
gravity for more than five or ten seconds. By a 
quick shrug of the shoulder and an anterior throw of 
the shoulder and arm, he could get the arm above 
this level. He was very tender over the lower third 
of the vertebral border of the scapula and over the 
lower half of the digitations of the serratus magnus 
muscle. He also had some ill defined tenderness over 
the medial aspect of the humerus which he referred 
to his “side”. He stated his chief complaint was pain 
in his right shoulder and inability to elevate his 
arm. 

Neurological examination and treatment were ad 
vised. He was not seen again. A report two months 
later stated the man’s condition had not improved. 


CasE V. A machinist, thirty-one years of age, re- 
ported for examination two months after injury. His 
story was as follows: 

At the time of his injury, he was attempting to 
check the fall of a gas tank weighing approximately 
two hundred pounds. He did this by pushing forward 
and upward with his right hand; as he struggled with 
the tank, the bottom of his overalls caught on a pro- 
jecting nail with the result that, while attempting to 
free his overalls and at the same time prevent the 
tank’s falling, he received a painful wrenching of his 
right shoulder and his “neck”. He continued with 
his work with moderate discomfort. That evening 
he noted that “his neck was painful and paralyzed,” 
and that he could not raise his arm to a horizontal 
position. 

This condition had been variously diagnosed and 
had had a large variety of treatments. Two weeks 
after his accident, in addition to constant pain and 
weakness in and about his shoulder, he noted for the 
first time that his right shoulder-blade stuck out. 

An examination of his blood corpuscles had been 
made, and it was reported that there was no stip- 
pling or other abnormality. His teeth had been x- 
rayed and he said that they had been pronounced free 
from infection. 

He had been out of work some of the time since 
the accident, but was able to do his work fairly 
well. He was under the care of one of several doc- 
tors from the time of his accident. 

I saw this patient for the first time two months 
after his accident. The only variation noted from 
the above story, and a point of great significance, is 
the extreme pain the man suffered in his right 
“shoulder” for a period of ten days or two weeks, 
severe enough to require opiates. The pain gradu- 
ally subsided and he returned to work. He believed 
he was gradually improving, although it should be 
noted that he probably did not improve, but had 
merely learned to live with his handicap. 


Physical examination showed a well set-up, muscu- 
lar, intelligent, codperative man. The musculature 
of the arms, forearms, and hands was normal. There 
was marked asymmetry of the neck, with flattening 
over the deltoid muscles of the shoulder, more marked 
on the left than on the right, and more marked over 
the posterior parts of the muscles than over the 
lateral and anterior parts. The fiattening extended 
over the supra-spinatus muscles, right and left. The 
right arm could be lifted to right angles with the 
body anteriorly and laterally, but not overhead. 
At the beginning of the movement, the angle of the 
scapula commenced to project, and as the arm ap- 
proached ninety degrees, the scapula was in the 
classical winged position. The left arm could be 
raised to the level of the shoulder anteriorly and 
laterally and then with a shrug it could be put above 
the head without mal-position of the scapula (see 
Figs. 1-2). 
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FIG, 2. 





Examination of both shoulder regions with the 
Faradic current showed all muscles reacting nor- 
mally except the right and left deltoids and the 
right serratus magnus. FIG. 4. 
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A diagnosis of paresis of the right and left circum- 
flex nerves, and a paresis of either the right long 
thoracic nerve or rupture of the right serra.us mag- 
nus, or both, was made. Rest in an aeroplane splint 
was suggested. 

I next saw this patient a month later. He had not 
been treated as suggested. The patient thought him- 
self improving. 

Physical examination at this time showed greater 
difficulty in the use of his arms. Functional tests 
showed that on the left side, the anterior deltoid 
was about 50% normal, the posterior deltoid was 
normal. The upper trapezius was normal, the middle 
and lower trapezius were about 30% normal. The 
serratus magnus, rhomboids, and latissimus dorsi 
were 75% normal. The other muscles concerned with 
the left shoulder girdle were normal. 

On the right side the anterior deltoid was about 
15-20% normal. The posterior deltoid was normal. 
The upper trapezius was 75% normal. The middle 


and lower trapezius were about 15-20% normal. The 
serratus magnus was about 10-15% normal. The 
rhomboids and latissimus dorsi were 75% normal. 


The outward rotators were 75% normal. The others 
were normal. 

Note: Unfortunately, my examinations are not ex- 
actly comparable. The first examination was more 
or less a gross examination of both shoulders, fol- 
lowed by an examination with the Faradic current. 
The second examination was a muscle examination 
of both shoulder girdles. In spite of the fact that the 
examinations do not lend themselves to exact com- 
parison, I am perfectly certain that there had been 
rapid retrograde changes in the month between ex- 
aminations. 

There are several interesting phases to this case 
thus far. It was an extremely rare combination of 
injuries, following a not great violence. (All other 
possible explanations for his condition have been 
ruled out.) This man’s prognosis was good in the 
first week, it was almost hopeless when adequate 
treatment was started more than four months after 
his injury. In the early course of his disease, no 
attempt was made to prevent deformities, contrary to 
one of the fundamental principles of handling cages 
of paresis or paralysis. Without protection he be- 
came progressively worse, aS was to be expected. 

At the time of the last examination he was ready 
to submit to treatment although not enthusiastic. 
Apparatus was applied (Figs. 3-4) and a course of 
muscle training and reéducation was _ established. 
This course was followed carefully for a period of six 
weeks. There was slow, gradual improvement (see 
below) but he grew progressively more restless, and 
finally decided he was going to his home, in western 
Massachusetts. I have not seen him since. 

The muscle examination before starting treatment 
and at the time he stopped treatment showed: 


Left Right 
Before At Before At 
Treat- Dis- Treat- Dis- 
ment charge ment charge 
Anterior Deltoid 
Good (—) Good Fair (—) Good 
Posterior Deltoid 
Normal Normal Normal Normal 
Pectoralis Major 
Normal Normal Normal Normal 
Serratus Magnus 
Good (+) Normal Poor Fair (—) 
Outward Rotators 
Good Normal Fair (+) Good 





Rhomboids : 
Poor(+) Normal Fair Good 
Latissimus Dorsi 
Good Normal Good (—) Normal 
Upper—Trapezius—Upper 
Normal Normal Good (+) Normal 
Lower—Trapezius—Lower 
Poor Normal Poor Normal 
Subscapularis 
Good Normal Poor Good 


This shows a definite functional improvement. 

The patient was discharged in his apparatus and 
given a list of carefully graduated exercises. I under- 
stand he was not very faithful in following his direc- 
tions and has made little, if any, further improvement 
Since discharge. 


Comment: It is, of course, impossible to state an 
exact diagnosis. There was at least a circumflex 
nerve injury on the left, and at least a circumflex 
injury on the right. Because of the extreme pain, 
requiring opiates, following the injury, and tender- 
ness referred from his chest wall to the right scapula 
and tenderness over the right scapula (there is a 
question as to whether the tenderness was over the 
body of the scapula or along the vertebral border), I 
think there was an initial muscle rupture. 

This man, if he is to be helped, should now have 
a transplant of his pectoralis major. 








FIGS. 5 and 6. 


SUMMARY 


There are undoubted eases of ruptured ser- 
ratus magnus muscle, and these are less ecom- 
mon than injuries of the long thoracic nerve. 

The degree of disability is about the same in 
a long thoracic nerve injury as in a ruptured 
serratus magnus. 

In general the severer, persistent pains are 
rather more suggestive of muscle injury than 
nerve injury. 

The prognosis in serratus magnus injury is ex- 
cellent if treated very early in the course of 
the disease; the prognosis in long thoracie in- 
juries is good, if there is not complete section, 
if seen and treated early. 

Operative interference is probably worth while 
in neglected eases of either. 

Degenerative changes in the long thoracic 
nerve are accompanied by like changes in the 
serratus magnus muscle. 

In either case, immediate treatment is essen- 
tial to prevent deformities. 

Drooping of the shoulder, dysfunction, pain, 
and inability to elevate the arm above the level 
of the shoulder are fairly common symptoms in 
shoulder injuries involving derangement of the 
shoulder girdle. Alar seapula, with the ability 
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to invaginate the skin into the subscapular space 
to the extent of the examining fingers, strongly 
suggests serratus magnus muscle injury, either 
nerve or muscle or both. 

A series of five cases, only one of which has 
been treated to a successful result, is hardly 
enough to warrant a general conclusion, and is 





reported merely in the hope that others will be 
stimulated to bear in mind the possibility of this 
injury and to make special examination for it. 
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THE TREATMENT OF LOBAR PNEUMONIA WITH 
HOMOLOGOUS CONVALESCENT SERUM* 


BY RICHARD T,. BEEBE, M.D.,f AND WHEELAN D. SUTLIFF, M.D.t 


ONVALESCENT serum has been employed, 
from time to time, in the treatment of lobar 
pneumonia. Neufeld and Handel! summarized 
the work done in Germany on this subject prior 
to 1912, and found the results inconclusive. 
Stengel*, in 1921, reported the effect of con- 
valescent serum on 8 patients treated in Phil- 
adelphia and concluded that 7 received definite 
benefit. In most of his cases, as in those re- 
ported by Ferrie and Morley* and by Korbsch‘, 
no regard was paid to the type of pneumococcus 
causing the disease in the patient or to the type 
of pneumonia of the convalescent donor. The 
majority of the patients received relatively 
small amounts of serum, either intramuscularly 
or intravenously, without regard to the anti- 
body content and, in general, all patients were 
treated late in the disease. 


The conditions necessary for successful treat- 
ment of Type I lobar pneumonia are now well 
understood*® ®, For the best results treatment 
must be begun early and it is important to use 
large quantities of serum with high protective 
power for mice against the homologous organ- 
ism. With this information at hand it seemed 
that another attempt to use serum from con- 
valescent patients in the treatment of lobar 
pneumonia might be successful. This idea was 
strengthened by the work of Tillett?, who showed 
that antisera may be produced that are potent 
in animals of the same species (the rabbit), 
but whose protective power cannot be trans- 
ferred to animals of another species (the mouse). 
Tillett found whole blood somewhat more effec- 
tive than serum in rabbits. Transfusion of 
whole blood is impractical because of the diffi- 
culty of obtaining, at the same time, two pa- 
tients with the same type of pneumonia, at the 
proper stages of the disease, and of the same 
isoagglutination and white blood cell group 
(Doan)*. To determine, so far as_ possible, 
whether any potent material was discarded when 
serum alone was used, the mouse protective 
power of serum, plasma, washed red blood eells, 
red blood cells hemolyzed by various methods, 

*From the Thorndike Memorial Laboratory, Boston City Hos- 
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and washed white blood cells was compared in 
patients recovering from Types I and II lobar 
pneumonia. While the plasma and serum were 
equally and highly protective, no protection was 
demonstrable in the cellular constituents of the 
bloods examined. 

The procedure adopted was to collect blood 
from selected patients 4 to 7 days following the 
erisis—a time when protection has been shown 
to be maximum® ?°, The patients used as donors 
were only those who had had pneumonia run- 
ning a typical course, and in whom the type 
of organism had been definitely determined. 
From 300 to 500 ce. of blood were collected in 
a closed fiask, allowed to clot at room tempera- 
ture for 6 hours and then placed in an ice-box 
for 24 hours. The serum was pipetted off, run 
through a Berkefeld filter, pipetted to flasks and 
stored in the ice-box. In this way there were 
obtained 150 to 250 ee. of serum from each 
donor—six Type II donors (II A—IIF) and 
two Type III donors (III A—IIIB). In every 
instance Wassermann tests performed upon these 
sera were negative and cultures showed no 
erowth. In order to determine the potency of 
the sera their protective powers in mice were 
measured. As may be seen from Table I, each 





TABLE I 
ANTIBODY CONTENT OF CONVALESCENT SERUM 
FROM THE DONORS 


Donor Pneumococcus Mouse Protection 

Type (M. L. D.) 
IIA II 1,000,000 
IIB II 10,000,000 
IIC II 10,000 
IID II 10,000 
IIB II 1,000,000 
IIF II 10,000 
IIIA III 100 (irregular ) 
IIIB 


III 


1,000 








lot of serum contained a certain amount of spe- 
cific protective substance for mice. The sera of 
the two Type III donors, although only slightly 
protective for mice, had moderately high ag- 
glutinin and precipitin titres. The serum from 


donor III A agglutinated homologous pneu- 
mococci in a dilution of 1:16 and gave a positive 
precipitin test with a 1:1,000,000 dilution of 
Type III soluble specific substance, and the 
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A diagnosis of paresis of the right and left circum- 
flex nerves, and a paresis of either the right long 
thoracic nerve or rupture of the right serra.us mag- 
nus, or both, was made. Rest in an aeroplane splint 
was suggested. 

I next saw this patient a month later. He had not 
been treated as suggested. The patient thought him- 
self improving. 

Physical examination at this time showed greater 
difficulty in the use of his arms. Functional tests 
showed that on the left side, the anterior deltoid 
was about 50% normal, the posterior deltoid was 
normal. The upper trapezius was normal, the middle 
and lower trapezius were about 30% normal. The 
serratus magnus, rhomboids, and latissimus dorsi 
were 75% normal. The other muscles concerned with 
the left shoulder girdle were normal. 


On the right side the anterior deltoid was about 
15-20% normal. The posterior deltoid was normal. 
The upper trapezius was 75% normal. The middle 
and lower trapezius were about 15-20% normal. The 
serratus magnus was about 10-15% normal. The 
rhomboids and latissimus dorsi were 75% normal. 
The outward rotators were 75% normal. The others 
were normal. 

Note: Unfortunately, my examinations are not ex- 
actly comparable. The first examination was more 
or less a gross examination of both shoulders, fol- 
lowed by an examination with the Faradic current. 
The second examination was a muscle examination 
of both shoulder girdles. In spite of the fact that the 
examinations do not lend themselves to exact com- 
parison, I am perfectly certain that there had been 
rapid retrograde changes in the month between ex- 
aminations. 

There are several interesting phases to this case 
thus far. It was an extremely rare combination of 
injuries, following a not great violence. (All other 
possible explanations for his condition have been 
ruled out.) This man’s prognosis was good in the 
first week, it was almost hopeless when adequate 
treatment was started more than four months after 
his injury. In the early course of his disease, no 
attempt was made to prevent deformities, contrary to 
one of the fundamental principles of handling cages 
of paresis or paralysis. Without protection he be- 
came progressively worse, as was to be expected. 

At the time of the last examination he was ready 
to submit to treatment although not enthusiastic. 
Apparatus was applied (Figs. 3-4) and a course of 
muscle training and reéducation was _ established. 
This course was followed carefully for a period of six 
weeks. There was slow, gradual improvement (see 
below) but he grew progressively more restless, and 
finally decided he was going to his home, in western 
Massachusetts. I have not seen him since. 

The muscle examination before starting treatment 
and at the time he stopped treatment showed: 


Left Right 
Before At Before At 
Treat- Dis- Treat- Dis- 
ment charge ment charge 
Anterior Deltoid 
Good (—) Good Fair (—) Good 
Posterior Deltoid 
Normal Normal Normal Normal 
Pectoralis Major 
Normal Normal Normal Normal 
Serratus Magnus 
Good (+) Normal Poor Fair (—) 
Outward Rotators 
Good Normal Fair (+) Good 





Rhomboids : 
Poor(+) Normal Fair Good 
Latissimus Dorsi 

Good Normal Good (—) Normal 
Upper—Trapezius—Upper 

Normal Normal Good (+) Normal 
Lower—Trapezius—Lower 

Poor Normal Poor Normal 

Subscapularis 
Good Normal Poor Good 


This shows a definite functional improvement. 

The patient was discharged in his apparatus and 
given a list of carefully graduated exercises. I under- 
stand he was not very faithful in following his direc- 
tions and has made little, if any, further improvement 
since discharge. 


Comment: It is, of course, impossible to state an 
exact diagnosis. There was at least a circumflex 
nerve injury on the left, and at least a circumflex 
injury on the right. Because of the extreme pain, 
requiring opiates, following the injury, and tender- 
ness referred from his chest wall to the right scapula 
and tenderness over the right scapula (there is a 
question as to whether the tenderness was over the 
body of the scapula or along the vertebral border), I 
think there was an initial muscle rupture. 

This man, if he is to be helped, should now have 
a transplant of his pectoralis major. 








FIGS. 5 and 6. 


SUMMARY 


There are undoubted eases of ruptured ser- 
ratus magnus muscle, and these are less com- 
mon than injuries of the long thoracie nerve. 

The degree of disability is about the same in 
a long thoracic nerve injury as in a ruptured 
serratus magnus. 

In general the severer, persistent pains are 
rather more suggestive of muscle injury than 
nerve injury. 

The prognosis in serratus magnus injury is ex- 
cellent if treated very early in the course of 
the disease; the prognosis in long thoracic in- 
juries is good, if there is not complete section, 
if seen and treated early. 

Operative interference is probably worth while 
in neglected eases of either. 

Degenerative changes in the long thoracie 
nerve are accompanied by like changes in the 
serratus magnus muscle. 

In either case, immediate treatment is essen- 
tial to prevent deformities. 

Drooping of the shoulder, dysfunction, pain, 
and inability to elevate the arm above the level 
of the shoulder are fairly common symptoms in 
shoulder injuries involving derangement of the 
shoulder girdle. Alar scapula, with the ability 
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to invaginate the skin into the subscapular space 
to the extent of the examining fingers, strongly 
suggests serratus magnus muscle injury, either 
nerve or muscle or both. 

A series of five cases, only one of which has 
been treated to a successful result, is hardly 
enough to warrant a general conclusion, and is 





reported merely in the hope that others will be 
stimulated to bear in mind the possibility of this 
injury and to make special examination for it. 
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THE TREATMENT OF LOBAR PNEUMONIA WITH 
HOMOLOGOUS CONVALESCENT SERUM* 


BY RICHARD T. BEEBE, M.D.,f AND WHEELAN D. SUTLIFF, M.D.tT 


ONVALESCENT serum has been employed, 
from time to time, in the treatment of lobar 
pneumonia. Neufeld and Handel! summarized 
the work done in Germany on this subject prior 
to 1912, and found the results inconclusive. 
Stengel’, in 1921, reported the effect of con- 
valescent serum on 8 patients treated in Phil- 
adelphia and concluded that 7 received definite 
benefit. In most of his cases, as in those re- 
ported by Ferrie and Morley*® and by Korbsch*, 
no regard was paid to the type of pneumococcus 
causing the disease in the patient or to the type 
of pneumonia of the convalescent donor. The 
majority of the patients received relatively 
small amounts of serum, either intramuscularly 
or intravenously, without regard to the anti- 
body eontent and, in general, all patients were 
treated late in the disease. 

The conditions necessary for successful treat- 
ment of Type I lobar pneumonia are now well 
understood® *. For the best results treatment 
must be begun early and it is important to use 
large quantities of serum with high protective 
power for mice against the homologous organ- 
ism. With this information at hand it seemed 
that another attempt to use serum from con- 
valescent patients in the treatment of lobar 
pneumonia might be successful. This idea was 
strengthened by the work of Tillett’, who showed 
that antisera may be produced that are potent 
in animals of the same species (the rabbit), 
but whose protective power cannot be trans- 
ferred to animals of another species (the mouse). 


Tillett found whole blood somewhat more effee- | — 


tive than serum in rabbits. Transfusion of 
whole blood is impractical because of the diffi- 
culty of obtaining, at the same time, two pa- 
tients with the same type of pneumonia, at the 
proper stages of the disease, and of the same 
isoagglutination and white blood cell group 
(Doan)*. To determine, so far as possible, 
whether any potent material was discarded when 
serum alone was used, the mouse protective 
power of serum, plasma, washed red blood eells, 
red blood cells hemolyzed by various methods, 
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and washed white blood cells was compared in 
patients recovering from Types I and II lobar 
pneumonia. While the plasma and serum were 
equally and highly protective, no protection was 
demonstrable in the cellular constituents of the 
bloods examined. 

The procedure adopted was to collect blood 
from selected patients 4 to 7 days following the 
erisis—a time when protection has been shown 
to be maximum® !°, The patients used as donors 
were only those who had had pneumonia run- 
ning a typical course, and in whom the type 
of organism had been definitely determined. 
From 300 to 500 ec. of blood were collected in 
a closed flask, allowed to clot at room tempera- 
ture for 6 hours and then placed in an ice-box 
for 24 hours. The serum was pipetted off, run 
through a Berkefeld filter, pipetted to flasks and 
stored in the ice-box. In this way there were 
obtained 150 to 250 ec. of serum from each 
donor—six Type II donors (II A—IIF) and 
two Type III donors (III A—IIIB). In every 
instance Wassermann tests performed upon these 
sera were negative and cultures showed no 
erowth. In order to determine the potency of 
the sera their protective powers in mice were 
measured. As may be seen from Table I, each 





TABLE I 
ANTIBODY CONTENT OF CONVALESCENT SERUM 
FROM THE DONORS 


Donor Pneumococcus Mouse Protection 
Type (M. L. D.) 
IIA II 1,000,000 
IIB II 10,000,000 
IIC II 10,000 
IID II 10,000 
IIE II 1,000,000 
IIF II 10,000 
IITA III 100 (irregular ) 


IIIB III 1,000 








lot of serum contained a certain amount of spe- 
cific protective substance for mice. The sera of 
the two Type III donors, although only slightly 
protective for mice, had moderately high ag- 
glutinin and precipitin titres. The serum from 


donor III A agglutinated homologous pneu- 
mococci in a dilution of 1:16 and gave a positive 
precipitin test with a 1:1,000,000 dilution of 
Type III soluble specific substance, and the 








LOBAR PNEUMONIA AND 


BEEBE 


824 


AND SUTLIFF 





N. E. J. of M. 
October 23, 1936 


CONVALESCENT SERUM 





serum from donor III B agglutinated in a 1:32 

dilution and gave a positive precipitin test with 

a 1:1,000,000 dilution of soluble substance. 
Abstracts of the cases treated follow: 


CasE I. M. M. No. 599227. (Chart I.) A 23 year old 
white girl was admitted on the third day of a Type 
Il lobar pneumonia, involving the right lower and 
middle lobes. She did not seem seriously sick, was 
rational, but very cyanotic. 





On the fourth day of the disease she was given 


A blood culture was positive for Type II pneumo- 
coccus on the fourth day, before serum was ad- 
ministered; subsequently, daily cultures were nega- 
tive. The serum which this patient received con- 
tained a higher titre of mouse protection than did 
the sera available for use in later cases (Table I). 
No mouse protection tests were done with the serum 
of this patient. 


CasE II. P. M. No. 602405. (Chart II.) <A 40 year 
old white male laborer entered the hospital on the 
second day of a Type II lobar pneumonia with con- 
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CHART I. 


290 ce. of Type II convalescent serum intravenous- 


ly. This was given in 2 doses at an interval of 8 
hours. The patient vomited 1 hour after receiving 


the first dose of serum from donor II A. No other 
tad effects were noted. This serum did not ag- 
glutinate the recipient’s red blood cells. Following 
the second injection her temperature and pulse fell 


solidation of the left lower lobe. On the third day 
of the disease he was given 305 cc. Type II con- 
valescent serum intravenously. in 5 doses of ap- 
proximately 60 cc. each, at intervals of from 2 to 4 
hours. Aside from a chill and sharp rise in tem- 
perature anc pulse rate for an hour, following the 





administration of serum from donor II F, no change 
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to normal for 14 hours, during which time, however,, in the patient’s condition was noted. The serum 


there was no improvement in her general condition. 

On the sixth day she was given 150 ce. of Type 
Il convalescent serum. This was followed by a drop 
in temperature and pulse rate for 6 hours; but, 
again, there was no other clinical improvement. 


She was given no more serum and 2 days later she 
had a crisis followed by a normal convalescence. 


of this donor did not agglutinate the cells of the 
recipient. 

On the fourth day he was given 70 cc. of serum from 
donor II F and again a severe chill, but no other 
demonstrable change, followed this injection. He 
was given no more serum and died 2 days later. 





Daily hlood cultures were negative until the day of 
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death, when a Type II pneumococcus was recovered. 
The sera he received were fairly potent as meas- 
vred by the mouse protection test. Donors II E and 
Ii F nad received Felton’s Type II concentrated 
antibody, which contained antibody against Types 
I and II pneumococci. 

Samples of sera collected from this patient before 
and after the administration of convalescent serum 
showed the development of a small degree of pro- 
tection against the homologous pneumococcus. This 
protective power of the serum was absent on the 
day of death. 

Skin tests using specific soluble substance (11, 12) 
became positive following the administration of 
serum. On the day of death the skin tests became 
negative. 


Case iII. M. D. No. 603631. (Chart III.) <A 55 year 
old white male was admitted to the hospital on the 
second day of a Type III lobar pneumonia involving 
the right middle lobe. On the fourth day he was 


SUMMARY 


Two patients with Type II lobar pneumonia 
and one patient with Type III lobar pneumonia 
were treated with serum from homologous 
donors. 

The serum was all given intravenously within 
48 hours, on the third and fourth days of the 
disease, and in amounts varying from 310 to 
440 ee. 

One patient with Type II pneumonia recov- 
ered after running the usual 8 days’ course, 
whereas the other two patients became progres- 
sively worse and died following treatment. 

In spite of the attempt to administer such 
convalescent serum under favourable condi- 
tions, the results obtained in these three cases 
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CHART III. 


given 120 cc. of Type III convalescent serum. This 
was followed by a chill and rise in temperature and 
pulse rate, which soon returned to their former 
level. : 

On the fifth day he was given 190 cc. of Type 
III convalescent serum intravenously, in 3 divided 
doses at intervals of 3 hours, with no change in 
the course of his disease. The following day he 
died. 

A postmortem examination showed lobar pneu- 
monia of the right lower and middle lobes. 

Repeated blood cultures were positive for Type 
III pneumococcus. The sera he received showed 
poor mouse protection, but agglutinin and precipitin 
titres as described above. There was no agglutina- 


tion of the recipient’s red blood cells. The pa- 
tient’s serum showed no mouse protection through- 
out the course of his disease, and skin tests with 
specific soluble substance remained negative. 


fail to demonstrate any benefit derived from its 
use. 
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CONSTIPATION AND CATHARSIS 


BY SARA M. JORDAN, M.D.* 


HE gastro-intestinal pathway, with its func- 

tion of transforming food into absorbable 
products and waste material, has been for many 
generations the main target of all therapeutic 
attacks, and the slogan ‘‘Keep your bowels 
open’’ has been the overture, main motif, and 
finale of many medical procedures. Small won- 
der, then, that makers of proprietary medicines 
and faddists have exploited this field with re- 
sults not always to the ultimate advantage of 
the bowels in question. 


‘‘Keep your bowels open’’ means to many 
patients that they should take measures to have 
one or more large stools daily, and if these are 
of watery or mushy consistency, they are con- 
sidered all the more adequate. A certain num- 
ber of individuals may go through life econstant- 
ly losing in the stool fluids which should have 
been reabsorbed through the colon, and are never 
cognizant of the maleficent effect of the evacua- 
tion of the watery stool as compared with the 
beneficent effect of the formed stool. It is true, 
however, that a large proportion of patients who 
constantly over-stimulate their colons suffer from 
digestive disorders (about 30% of those admitted 
to the Lahey Clinie because of digestive dis- 
orders) and may be entirely relieved by proper 
management of their colons. 


The commonest symptoms attributable to mal- 
function of the colon, produced by catharsis, are. 
shifting abdominal pain or distress, distention, 
and borborygmus. There: may be a constant 
sensation of soreness throughout the abdomen, 
which, to the examiner’s palpation, is objec- 
tively revealed as tenderness throughout the 
course of the colon. The symptoms of nausea, 
anorexia, and gaseous eructations frequently fol- 
low, and severe colicky pain and even vomiting 
may ensue. Such svmptoms may occur period- 
ically with remissions during which the patient 
is entirely well, or they may be the clinical evi- 
dence of a chronic dyspeptic state. 

This condition of chronic colonic malfunction 
may be of little subjective significance to the 
young sthenie individual in the full glow of 
vigor, and only with the onset of fatigue or of 

-senescence may he become rather constantly 
aware of abnormal conditions in his abdomen. 
The same type of digestive disturbance, however, 
in the physically or nervously asthenie type of 
person, young or old, may be the millstone about 
his neck which prevents his allotted participa- 
tion in life’s activities. 

The two types of therapy which have been too 
generously employed in the past for these fune- 
tional disorders of the colon due to catharsis 
have been increased cathartic stimulation and 


*Jordan—Gastroenterologist, Lahey Clinic. For record 


and 
address of author see “This Week’s Issue’, page 845. 





surgery, especially appendectomy and choleeys- 
tectomy. The young individual suffering from 
gas usually seeks relief by the use of stronger 
or larger doses of catharties and cholagogues. 
When severe pain results from the irritation 
of the colon, and when this pain is, by chance, 
more or less localized over the caecum, it often 
becomes very difficult to differentiate this condi- 
tion from a recurrent appendicitis, and the sur- 
geon who is confronted with the situation must 
frequently operate because he fears neglect of 
a possible appendicitis. If the condition of 
the colon is not recognized, the patient continues 
to receive treatment with cathartics postopera- 
tively, and after a possible brief respite from 
his symptoms, due to bed rest, he emerges from 
this experience with a recurrence of his old di- 
gestive symptoms, which certainly interfere with 
his comfort and may curtail his occupational 
activities. The patient of middle or cld age is 
more likely to suffer from unnecessary cholecys- 
tectomy than appendectomy, but the preopera- 
tive and postoperative histories are much the 
same. 

The use of much roughage in the food, such 
as bran and raw fruits, although advantageously 
tolerated by the colon of the normal individual, 
may produce in the fatigued or asthenie person 
an irritation similar to that of catharties. 

Since the object of catharsis and dietary meas- 
ures to stimulate the bowel has been the relief 
of chronie constipation, it is necessary to in- 
quire more specifically into the nature of this 
disorder. Is the function of the bowel to be 
estimated by the frequency of defecation, the 
amount of excreta, or the character of the ex- 
ereta? A popular conception of normal bowel 
function is that there must be at least one large 
stool in 24 hours which ‘‘completely empties 
the bowel’’. The completeness of the evacuation 
of the bowel is usually appraised by the sensa- 
tion of emptiness throughout the abdomen, as 
well as by the amount of the excreta. Such an 
appraisal is per se an indictment of popular 
ignorance of the function of the colon. This 
part of the alimentary canal is so constituted 
nervously and muscularly that it is intended 
that the fluid contents which reach it from the 
absorptive tract of the small intestine be churned 
backward and forward for at least 24 hours 
during their passage from caecum to rectum, 
and the major part of the fluids returned to the 
body, while the waste products are excreted in 
a semi-solid, comfortably dejected mass from 
the lower part of the colon. While the waste 


products of the body are carried through this 
part of the alimentary canal, it is not intended 
that they should be excreted from the rectum 
in the same form in which they reach the caecum, 
and the application of the word ‘‘sewer’’ to the 
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eolon is thus entirely misleading. The colon 
should not be emptied at one time from caecum 
to rectum, for if this is done, fluids with their 
mineral contents, which should be reabsorbed by 
the body, are lost to it. It is also true, how- 
ever, that the contents of the colon should not be 
retained too long in the colon, with the result 
that too dry material is excreted. The passage 
of opaque material through the alimentary canal 
has demonstrated that the normal colon, filled 
in 9 to 10 hours, empties material from the 
left side in 24 to 48 hours, allowing the material 
of the right side to reach the rectum in about 
48 hours. 


When a case of constipation is presented, it 
is important to distinguish between the sluggish 
eolon which lacks sufficient stimulus to work, 
and the fatigued, weakened colon which lacks 
the power to propel its contents, and which has 
lost the ecodrdination characteristic of normal. 


The differential diagnosis between these two 
types of constipation is made by the history and 
the appearance of the colon during the radiologi- 
eal examination. 


The patient with a sluggish colon usually gives 
a history of infrequent, dry stools, without ab- 
dominal distress or digestive symptoms. A film 
taken 24 hours after the ingestion of barium 
shows stasis in the caecum and ascending colon, 
with the head of the meal proximal to the splenic 
flexure. A barium enema fills the colon at a 
normal rate and without distress to the patient, 
showing fairly normal haustral markings; and 
after evacuation, the contraction of the colon is 
very slight. 

The patient with the fatigued, weakened colon 
usually gives a history of stools of variable con- 
sistency, from the hard dry type to the watery 
or mushy type. He complains of shifting ab- 
dominal distress, distention, and eructations, for 
which he has used eatharties ‘in increasing doses, 
supplementing them with-the use of coarse food 
and enemata. He has finally recognized that 
eathartics are not only ineffectual in producing 
bowel function, but also inerease the digestive 
symptoms. Associated with this type of history, 
the following physical findings are frequently 
observed: anemia, general debility, malnutrition, 
and nervousness. In four hours after the inges- 
tion of barium,-the head of the meal has passed 
beyond the hepatic flexure. In 24 hours, the en- 
tire meal has been evacuated, or it is entirely in 
the descending colon or rectum, or part of it is 
irregularly scattered throughout the colon while 
the major part has been evacuated. The barium 
enema either passes with abnormal rapidity 
through a smooth, pipelike colon, which later dis- 
tends, or is delayed abnormally in certain areas, 
passing in sudden spurts between these areas, 
or is held up throughout the entire colon by what 
appears to be spasm. Frequently, the filling of 
the colon causes distress which simulates that 
of which the patient has complained. As the 
enema fluid continues to fill the colon, the spasm 


frequently relaxes, and the final picture is that 
of a greatly dilated smooth colon, with few or 
no haustral markings. A film taken after evacu- 
ation usually shows a very complete emptying, 
leaving only a feathery or stringlike outline, or 
a very irregular contraction, giving the appear- 
ance of spasm in some areas. 

The treatment of these two types of constipa- 
tion should obviously be as different as the causes 
of the condition. The former requires only the 
inclusion in the diet of such foods as will stimu- 
late the colon, such as fruit, vegetables, and 
coarse flours. General hygienic measures and 
exercise are also to be recommended. In the 
treatment of the second type, rest—both general 
and local, should be the keynote. Bed rest and 
even hospitalization are often required. Rest 
for the colon itself is obtained by the use of diet, 
at first relatively low in residue and non-irritat- 
ing, physically and chemically. Heat, applied ex- 
ternally and used in the form of hot drinks and 
food, is useful for its soothing effect. Atropine 
is of value in many eases. As the colon grad- 
ually recovers from its fatigue and irritation, 
as evidenced by the subsidence of distress and 
digestive symptoms, and by its improvement in 
function, the diet is gradually enlarged until 
only the most irritating foods, such as raw fruits, 
the coarser vegetables, fried foods and pastries, 
are excluded. 

During this period of rest, and before the 
function of the colon is restored, bowel move- 
ments are induced by procedures which produce 
the least irritation, such as small oil or saline 
enemata. Laxatives are entirely discarded dur- 
ing the period of reéducation of the colon. En- 
couragement is often necessary because of the 
patient’s fear of ‘‘intestinal stoppage’’ and in- 
toxication. Even after bowel function has ap- 
parently returned to normal and the patient is 
completely relieved of his digestive disorders, 
in a large majority of cases it is necessary to 
continue to adhere to the general principles of 
the treatment, violation of which is followed by 
a recurrence of malfunction and the attendant 
digestive disorders. 

In the treatment of constipation outlined 
above, catharties have no place, and the question 
arises whether and when they should be used. 
Since the effect of cathartics is to inerease ab- 
normally the rate of passage of material from 
caecum to rectum, by stimulation of the slue- 
gish colon and by irritation of the fatigued colon, 
it is obvious that their use in the second form of 
constipation is always injurious. Even where 
they act as stimuli to the sluggish colon, their 
employment can so easily become abuse and cause 
irritation and fatigue, that the correct use of 
food and the manipulation of diet to conform 
to the condition of the individual colon are 
preferable. The legitimate place of catharsis 
is, therefore, in the removal of food poisons 
from the alimentary canal, and certainly not for 
the abnormally rapid removal of the normal econ- 
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THE INCEPTION OF 


ACUTE LEUKEMIA 


Report of a Case That Developed Under Observation* 


BY ADOLPH T. MILHORAT, M.D. 


HE diagnosis of leukemia, both myeloid and 

lymphatic, is dependent upon certain well- 
known and characteristic changes in the types 
and number of white cells as observed in blood 
smears. There are extensive descriptions of 
these changes in all textbooks of medicine, but 
reference to the speed with which these altera- 
tions may come about is generally wanting, prob- 
ably because most patients come under observa- 
tion with the classical blood picture already 
well developed. 





CASE HISTORY 


The patient was a 20 year old Jewish male clerk, 
who had complained of pain in both thighs for 5 
weeks, and fever and anorexia for 3 weeks. 

Past History: In childhood he had had pneumonia, 
measles and mumps, a tonsillectomy at 7 years, and 
a myringotomy when he was 9. In 1926 he fractured 
a scapula while playing football. Otherwise, his 
general health had been excellent. 

Family History: Essentially irrelevant. 

Present Illness: He was perfectly well until 5 weeks 
before his admission, when he began to have an 
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It seems desirable to report the following case 
as the leukemic blood changes developed while 
the patient was in the hospital, and because 
complete blood studies were made at frequent 
intervals, showing remarkable changes in the 
course of but a few days. All the blood smears, 
fortunately, were saved, and after the changes 
of myeloid leukemia had developed, reference to 
the older slides made it possible to confirm the 
absence of abnormal cells in the earlier smears. 


, *From the Department of Medicine, College of Physicians and 
Surgeons, and the Presbyterian Hospital, New York City. 
7Milhorat—Intern, Presbyterian Hospital, June 1928 to Feb- 
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ruary 1930. 








Issue’, 


page 845. 


aching pain in the right thigh. At first the pain 
was only slight and was confined to one leg, but a 
few days later it became more severe and was 
felt in both thighs, where it continued up to the 
time of his entry to the hospital. About 2 weeks 
after the onset of the pain, he developed fever of 
around 100°F and complained of constipation and 
loss of appetite. All these symptoms persisting, he 
entered the hospital on June’30, 1928. 


Physical Examination: The patient was an athletic 
looking young man, well developed and well nour- 
ished. He seemed fairly comfortable except for mod- 
erate diaphoresis, and for pain in both thighs. There 
were a few small painless nodules in the scalp; the 
axillary nodes were barely palpable, and the inguinal 
nodes were enlarged. The mouth was in excellent 
condition, and the heart and lungs were normal. The 
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spleen was not palpable. There was slight tender- 
ness over both femora on deep percussion, but joint 
movements were free and painless. The reflexes 
were all normal. The temperature was 101°F., the 
blood pressure 150/110, and the blood Wassermann 
was negative. Except for a leucocytosis of 23,600, 
the blood findings were normal; no pathological 
forms of white cells were seen. 


Course: Frequent blood studies were made, as indi- 
cated in the chart. The five blood counts taken dur- 
ing the patient’s first ten days in the hospital (June 
20-June 29) showed from 16,800 to 27,300 white cells, 
none of which were suggestive of a leukemic condi- 
tion. These smears have since been studied by dif- 
ferent workers, and the absence of all pathological 
forms of leucocytes has been confirmed repeatedly. 

On June 27, the patient had diplopia for the first 
time. Two days later, the spleen was easily palpable, 
one cervical node could be felt, and the scalp nodules 
were seen to be larger than on admission. There 
was some bleeding of the gum around one tooth. 
On July 3, a few petechiae appeared on both arms, 
and a biopsy of one of the cervical nodes showed 
a histological picture of chronic lymphadenitis, with- 
out any evidence of leukemia. 

The blood findings on July 5 differed strikingly 
from those of only six days before. The percentage 
of polynuclear cells had decreased from 70 to 33; 
there were 16% myeloblasts and 10% neutrophilic 
myelocytes. Two per cent. of the erythrocytes were 
nucleated. A smear obtained by the Goodpasture 
oxydase technique showed 34% granular cells. The 





blood picture was definitely that of leukemia. Two 
days later, the myeloblasts had increased to 65% 
and only 18% of the white cells were polynuclears. 
Three subsequent oxydase smears showed a higher 
percentage of cells giving a positive oxydase reaction 
than there were polynuclears, a finding strongly in 
favor of the myeloid character of the leukemia. 

The course of the disease was rapidly and pro- 
gressively downhill. The temperature ranged be- 
tween 99° and 102°F, and the pulse rate was from 
110 to 145. Weakness and pallor became extreme, 
bleeding from the gums constituted a distressing 
symptom, and the patient complained a great deal 
of pain over the site of the spleen. On August 38, 
he developed oedema of both ankles. 

The red count fell from 4,500,000 erythrocytes and 
72% hemoglobin (Sahli), on June 29, to 910,000 ery- 
throcytes and 12% hemoglobin on August 10. A 
transfusion of 800 c.c. of blood had no apparent ef- 
fect on the course of the disease. The leucocyte 
count rose steadily to 114,000 on July 24, when there 
were 96% myeloblasts, and then fell to 13,100 on 
August 10. On August 11, the fifty-third day after 
his admission, and the thirty-seventh day after the 
appearance of a leukemic blood picture, the patient 
died. Permission for a necropsy was not granted. 


SUMMARY 


A ease of acute myeloid leukemia is reported 
in which the leukemic blood picture developed 
in a period of six days. The course was rapidly 
downhill to a fatal termination. 
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TREATMENT OF FRACTURES OF THE HUMERUS 
BY MOBILIZATION AND TRACTION* 


BY G. KENNETH COONSE, M.D.,t AND HOWARD MOORE, M.D.t 


[‘ reviewing end results of more than seventy- 


five fractures of the humerus treated on the 
fracture service ‘at the Massachusetts General 
Hospital, Boston, one of the authors was par- 
ticularly impressed with the marked limitation 
of both elbow and shoulder-joint motion which 
frequently occurred. This functional limitation 
often handicapped the individual and prevented 
the resumption of normal .economie and social 
activities for many months. A careful survey of 
these eases led to a consideration of physiological 
causes and this, in turn, to possible methods of 
prevention. . 

After excluding all cases from the series where 
the fracture actually extended into the joint, a 
surprisingly large proportion of the remaining 
eases had joint disabilities, which persisted for 
from four to eighteen months after the injury. 
It was noted in a general way, at this time, that 
the severity and duration of disability varied al- 
most directly with the length and completeness 
of immobilization. For example, those cases 
which were immobilized in plaster for the longest 
period showed the greatest functional disability. 


A review of the literature revealed a number 
of articles dealing with fractures of the humerus 


*From the Orthopedic Service of Newton Hospital, Newton, 


Massachusetts. 

+Coonse—Professor of Orthopedic Surgery, University of Mis- 
souri. Moore—Orthopedic Surgeon, Newton Hospital. For rec- 
ords and addresses of authors see ‘‘This Week’s Issue’’, 
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and each method was found to have numerous 
advocates. The methods discussed covered those 
from prolonged immobilization in plaster to the 
rather extreme method of Russell? of Australia, 
who advocates complete mobilization without at- 
tempt at fixation. He depends on gravity and 
function to bring about satisfactory alignment 
of fragments. This method undoubtedly has ad- 
vantages for patients who cannot stand fixation 
or bed treatment and is probably the method of 
choice in elderly or debilitated individuals. 
Brickner’, in 1924, advocated pillow abduction 
of 90 to 130 degrees with external rotation of 
90 to 120 degrees, the arm being placed in a 
sling. He only recommended this method, how- 
ever, for the treatment of small fragments. Tay- 
lor*, in an article entitled ‘‘Fracture Disloca- 
tion of the Shoulder,’’ reports a se-called new 
method of treatment of fractures of the humerus. 
The method reported consisted in fixation of 
the upper arm by means of adhesive traction in 
the position of 120 degrees abduction and 60 
degrees external rotation, the forearm being 
fixed at 90 degrees. After three weeks of trac- 
tion in this position a plaster cast was applied 
and left on for an additional four weeks. He 
reports only one ease, for which he claims full 
restoration of function in ten weeks. It is his 


opinion that the soft parts should be utilized to 
help assemble the fragments and that traction 
avoids postanesthetic muscle spasm. 


He is 
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equally insistent on plaster fixation after the 
initial period of adhesive traction. 

Numerous ambulatory splints have been de- 
vised for treating fractures of the humerus. 
Most important are the Jones humerus splint, 
the Osgood-Penhallow splint, Cleary’s modifica- 
tion of the English aviation splint, and Monk’s 
triangle and its modifications, particularly that 
of Cotton. All of these are excellent splints 
for securing fixation but none allows active 
mobilization. Another splint in common use is 
Mitteldorpp’s axillary triangle with pad and 
sling. This, too, gives almost complete im- 
mobilization. References to the literature were 
obviously of little help in solving the problem 
and we were obliged to resort to a study of the 
underlying physiological and mechanical prin- 
ciples involved. 

It has long been known that disuse of a part 
by immobilization in plaster or other rigid 
splinting methods results in atrophy. This 
atrophy occurs in bone, muscle, and joint strue- 
tures. The changes in bone are readily visu- 
alized by x-ray study. The atrophy occurring in 
muscle from disuse or fixation is even more 
familiar. There is less general familiarity of 
the atrophy which occurs in joint structures due 
to prolonged fixation. We are led to believe 
from preliminary studies that marked retrogres- 
sive changes occur in joints during prolonged 
immobilization. The fact that function may be 
gradually restored to a joint after such fixation 
is not an argument that degenerative changes 
have not oceurred, but rather a tribute to the 
resourcefulness of the organism in restoring tis- 
sue and function even after long continued un- 
favorable conditions. The physiology of muscle, 
bone, and joint structures is practically insepar- 
able. Use means increased blood supply to the 
part and all its structures. Disuse or fixation 
results in diminished circulation and atrophy 
of the various structures involved. Considera- 
tion of this physiological principle led us to the 
early conviction that the ideal method of frac- 
ture treatment of a long bone should allow the 
maximum amount of freedom as regards funce- 
tion and the minimum amount of immobiliza- 
tion compatible with satisfactory alignment. 

Complete fracture of a long bone must always 
be accompanied by a considerable amount of 
hemorrhage, some occurring within the medul- 
lary canal, some about the torn periosteum, and 
a relatively large amount within and between 
the neighboring muscles. Muscle spasm is an 
immediate and protective mechanism which 
tends to prevent painful motion between frag- 
ments, and probably also aids in diminishing 
hemorrhage. 

Older methods of fracture treatment aimed 
primarily at restoration of function with only 
secondary consideration of anatomical align- 
ment. Since the advent of the x-ray attention 
has been largely focused on anatomical apposi- 


tion and alignment almost to the exclusion of 
function. The unfortunate results of this are 
all too often seen in permanent disability of 
joints after fracture. 

We have attempted to solve the problem by 
utilizing staudardized apparatus and recognized 
procedures. There is nothing radically new in 
the method proposed. As far as we have been 
able to ascertain, there has been no series of 
fractures of the humerus reported in the litera- 
ture utilizing the method we are about to de- 
scribe. 

The necessary apparatus consists of a Thomas 
or Jones-Murray humerus splint to which is at- 
tached a flexible forearm piece (Pierson attach- 
ment). This splint is suspended from an over- 
head frame or bar (see illustration). Traction 





is applied in the line of the humerus by means 
of rubber bands or a weight suspended over 
a pulley. Traction straps are also applied to the 
forearm and maintained by means of a Spanish 
windlass. The forearm attachment is then coun- 
terbalanced to allow active and passive motion 
of the elbow joint. The humerus splint is so 
suspended that a moderate amount of active and 
passive motion of the shoulder can be main- 
tained. 

A description of the treatment in a typical 
ease will serve best to deseribe the procedure 
used. 

A white American housewife of twenty-seven years 
(Case 2 in Table) entered the hospital, June 5, 1928, 
complaining of pain and swelling of the left elbow 
and upper arm. The family history and past history 
were unimportant. Present Illness: Patient stated 
that she fell down the front steps of her own home 
three hours before admission, injuring the left arm. 
She gave no history of circulatory change in the 
extremity following the injury. There was no sen- 
sory disturbance noted but there was severe pain 
at the site of the injury. Examination: The gen- 
eral physical examination was unimportant. Local 
examination showed marked swelling of the lower 





portion of the left upper arm, including the region 
about the elbow joint. There was also considerable 
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ecchymosis and marked outward bowing at about 
the junction of the middle and lower third of the 
humerus. No attempt was made to elicit crepitus. 
Any attempt to move the elbow, either actively or 
passively, resulted in considerable pain and muscle 
spasm at the site of the injury. The circulation 
distal to the fracture was apparently very little dis- 
turbed, since the radial and ulnar pulses on the two 
sides were of equal volume. There was no definite 
sensory or motor change in the left forearm or hand. 
X-ray plates on admission showed a comminuted 
spiral fracture of the left humerus about two inches 
above the elbow joint. 


Treatment: The patient, after admission and ex- 
amination, was taken to the fluoroscopic room. Gas, 
oxygen and ether were administered and satisfactory 
reduction readily accomplished. Double adhesive 
traction straps were then applied to the upper arm 
and forearm (see illustration). A hinged Thomas 
arm splint, which had been previously fitted to the 
uninjured arm as to size, etc., was then placed on 
the left arm. The forearm was placed temporarily 
in 90 degrees of flexion and the upper arm abducted 
at a right angle and externally rotated 90 degrees. 
Traction on the humerus was maintained temporarily 
by fixing the adhesive straps over the end of the 
Thomas splint. Post reduction x-ray plates were 
taken and the patient put at once to bed. A frac- 
ture board had previously been placed under the 
mattress to prevent sagging of the shoulders. Ten 
pounds of direct traction were then applied over a 
pulley to the upper arm and Spanish windlass trac- 
tion to the forearm. The forearm attachment was 
then counterbalanced by means of weights after the 
splint had been suspended from the frame. 


The forearm was left in slightly less than right 
angle flexion. As soon as the patient had recov- 
ered from the anesthetic she was encouraged to 
_ move the elbow passively and actively just short of 
the point where pain was experienced. During the 
first day only a few degrees of active and passive 
motion were possible. At the end of the second 
twenty-four hours there were twenty-five to thirty 
degrees of painless active motion of the elbow. The 
swelling rapidly subsided. Gentle massage and bak- 
ing was carried on throughout the early part of the 
treatment. Callus apparently formed very rapidly 
and at the end of ten days slight mobility could be 
elicited at the site of the fracture. By this time there 
was aimost normal motion at the elbow joint. At 
the end of three weeks no mobility could be demon- 
strated between the fragments. X-rays showed be- 
ginning calcification with a large amount of callus. 
The splint was removed after three weeks and the 
patient left the hospital four days later with nor- 
mal elbow, wrist and finger joint motion, and with 
only a slight limitation of abduction of the shoulder, 
other motions of the joint being almost normal. 
X-ray pictures throughout the treatment showed 
good alignment of the fragments. 


This patient was followed subsequently in the out- 
patient department of the Newton Hospital and was 
recorded as having a normal range of motion in the 
shoulder joint six weeks from the time of injury. 
She resumed her entire social and economic activi- 
ties seven weeks from the date of injury. 


We are reporting results in the treatment of 
seven eases. These have been followed for a 
period of between one and one and one-half years, 
both by clinical observation and x-ray stud- 
ies, which is sufficient time, we believe, to judge 
fairly the permanent end result. The oldest pa- 
tient treated was fifty-nine years of age and the 
youngest a male of sixteen years. The average 
age was 33.5 vears. There were two females 
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wrist, elbow and 


The fracture healed promptly and there was 
Finger, 


t entirely obliterated and extensive callus deposit. 
rectal fistula, and arrangements were made for treatment of this condition by operation. 


through a large giant cell tumor. 
his arm, subsequently developing a return of the tumor growth. As this patient is still 





tion three days later showed the tumor almos 


his work as he had been troubled with a 


ber, when he experienced a little lameness in 


has returned to work, the time period of return to activity is not recorded. 


28, 1928 at the junction of the middle and lower thirds 
¢Return of symptoms occurred three months after removal of apparatus. 


X-ray examina 


fracture August 
Patient did not return to 


*This patient had a transverse 
firm union at the end of twenty-three days. 








Patient did very well until about the middle of Decem 


shoulder motions were normal. 
under observation, although he 
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and five males. The average length of hospital 
treatment required was thirty-seven days. The 
average time in which the males returned to nor- 
mal economie activity was forty-one days. The 
average time in which the females resumed nor- 
mal activities was thirty-seven days. 


SUMMARY 


We believe that the method described is ideal 
for treatment of uncomplicated fractures of the 
humerus in healthy adults. It prevents the oe- 
currence of joint adhesions and joint stiffness. 
It promotes inereased circulation to the injured 
part with consequent rapidity of callus forma- 
tion and repair of the fracture. It prevents 
atrophy of the muscles which are so important 
to the resumption of normal activity. 

The method also affords the great advantage 
of visibility and palpability of the injured part. 
Any marked displacement in alignment is read- 
ily visible. It is also possible with this method 
to correct existing deformity. Lateral displace- 
ment can be controlled by direct pressure on the 
part and anteroposterior displacement by eleva- 
tion or depression of the forearm. It is also 
possible to administer massage and baking as 
desired. Economically there is a tremendous 
saving to the individual, inasmuch as the period 
of disability has been greatly shortened. This 
result has been accomplished chiefly, we believe, 
by the prevention of joint disabilities. 

The principal objection seems to be answered 
by the end results reported. The shortened con- 





yaleseence more than compensates economically 
for the presumably inereased cost due to hos- 
pitalization. 

Obviously this method is not applicable to old 
people who would not tolerate bed treatment. 
Neither do we advocate its use in the ease of 
young children. In the latter there is usually 
no serious economic consideration, and there 
would presumably be a lack of codperation on 
their part. Permanent disabilities resulting 
from fixation in children is practically negligible. 

The method requires careful hospital super- 
vision and if this were not maintained, it is 
conceivable that bad results as to alignment of 
fragments might be encountered. 

We report our experiences with this method in 
the hope that it will be given further clinical 
trial and its true worth determined by others 
working with fractures of this type. 
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NOSEBLEED AND VOMITING IN RHEUMATIC 
INDIVIDUALS* 


BY SAMUEL A. LEVINE, M.D.,f THEKLA ANDREN,t AND KATHARINE A. HOMANST 


A® a result of long and intimate observation 
of many children and adults suffering from 
rheumatic fever and its related conditions, cer- 
tain clinical impressions begin to form in one’s 
mind that are difficult to prove because of the 
great variability of the manifestations of this 
disease. In the routine questioning of these pa- 
tients and on examination, two particular fea- 
tures have interested us, i.e., the occurrence of 
vomiting without obvious cause, and the attacks 
of spontaneous epistaxis. It is not our pur- 
pose to explain in this study the relationships 
involved or to discuss the cause of the findings. 
It is intended only to present data indicating 
that certain features occur with greater fre- 
queney in this particular group of patients than 
can be explained on mere coincidence, and to 
draw certain practical inferences therefrom. 

A group of one hundred patients having vari- 


*From the Medical Clinie of the Peter Bent Brigham Hospital, 
Boston. 
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ous forms of rheumatie infection was investi- 
gated. Of these, ninety had rheumatic heart 
disease and ten had potential rheumatic heart 
disease. There were forty-six cases of mitral 
stenosis and twenty-two of aortie insufficiency. 
Some had both valves involved. There were 
sixty-one with a definite history of rheumatic 
fever and forty-three with a history of chorea. 
Some, of course, had both rheumatie fever 
and chorea. One hundred control patients ob- 
served in the surgical out-patient department 
were analyzed in the same way. These latter 
patients were approximately in the same age 
groups as the rheumatic patients. Although 
these surgical patients did not come to the hos- 
pital for cardiac complaints, some of them may 
be suffering incidentally from some form of 
rheumatic infection. 

A method was devised which would make it 
possible to express numerically the comparative 
frequency of the factors that were studied in 
the two groups of patients. The history of 


nausea and vomiting was gone into by the same 
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observers and it was noted whether it never oc- 
curred or whether it was rare, occasional, fre- 
quent, or very frequent. If the answer was 
‘‘never’’, the score was 0. For a ‘‘rare’’ oc- 
currence the score was 1, for ‘‘oceasional’’ it 
was 2, for ‘‘frequent’’ it was 3, and for ‘‘very 
frequent’’ it was 4. The total score was com- 
puted for the two groups. Obviously the maxi- 
mum score for each symptom could be 400 for 
100 patients (4x100). It was found that in 
the rheumatic group there were twenty-four 
cases with a history of nausea (with a total score 
of 58) and twelve with vomiting (with a total 
score of 39). In the control group there were 
only six with nausea (total score of 11) and 
four with vomiting (total score of 6). Thus 
the figures that indicate the frequency of a past 
history of nausea and vomiting in the two groups 
are 87 and 17 respectively. It therefore appears 
that these two symptoms are much more com- 
mon in rheumatie individuals than in the nor- 
mal. 

Generally the nausea and vomiting are not 
accompanied by any abdominal pain. The 
typical story is that without any good reason 
the child feels sick at his stomach, vomits and 
then carries on about as he did before. Occa- 
sionally with this there is abdominal pain and 
then important difficulties in diagnosis may arise. 
Nausea, vomiting, abdominal pain and tender- 
ness, fever and leucocytosis may all be present 
and give the picture of an acute surgical ab- 
- dominal condition, particularly an acute appen- 
dicitis. We have seen several patients who had 
had a normal appendix removed under such eir- 
cumstances. At,present there does not seem to 
be any method that would distinguish accurately 
the two conditions. Although a proper review 
of all the data might enable the physician to de- 
cide that the patient is rheumatic, he still may 
be in doubt whether there is an additional acute 
inflammatory process going on in the abdomen 
thaf requires operative intervention. In some 
cases a short delay may be' justifiable with the 
hope that the symptoms will subside on salicylate 
therapy. 

The occurrence of epistaxis was investigated 
similarly in the rheumatic and control groups. 
If it was found that nosebleeds never occurred, 
the score was 0; if they occurred rarely it was 
1, if oceasionally 2, if frequently 3, and if very 
frequently the score was 4. There were thirty- 
nine cases in the group of ninety having rheu- 
matic heart disease, in which nosebleeds of vary- 
ing degree occurred, and there was one among 
the ten potential cases. The total score for the 
forty cases was 93. It is obvious that the maxi- 
mum score if every case had very frequent nose- 
bleeds would have been 400. In the one hun- 
dred control cases there were only sixteen who 
had any nosebleeds and the total score of these 
was 32. There can be little doubt but that even 


some of the control cases coming to the surgical 
clinie and not previously complaining of heart 





trouble may be rheumatic. It appears from the 
above figures that epistaxis occurs much more 
frequently and with greater severity in the rheu- 
matie than in the control cases. If the ten po- 
tential eases are compared with those already 
showing signs of rheumatic heart disease, it 
seems that epistaxis is less common in the for- 
mer than in the latter. Although the data are 
too limited to draw detailed conclusions, it ap- 
peared that nosebleeds were less common in 
patients with chorea than with rheumatic fever 
and more common with aortie disease than with 
mitral disease. 

It has long been known that nosebleeds are not 
uncommon during the acute stages of rheumatic 
infection and during active rheumatic carditis 
and heart failure. It has not been appreciated 
sufficiently until very recent years that epistaxis 
occurs in these same individuals while they are 
apparently well and ambulatory. In fact, in 
many instances nosebleeds were found to oecur 
over a period of years preceding the first real 
bout of ‘‘rheumatie infection’’. Although there 
may be some relation between the rheumatie in- 
fection and the nosebleeds, for the disease has a 
predilection for blood vessels, it seems very 
likely that another relationship exists, i.e., be- 
tween nosebleeds and the ‘‘rheumatie individ- 
ual’’. May not the tendency to spontaneous 
nosebleeds indicate a type of person with more 
susceptible blood vessels, who is more vulnerable 
to rheumatic infection and to subsequent disease 
of the organs of circulation? Attention has al- 
ready been called to the relation of early 
epistaxis to subsequent development of vascular 
hypertension. Here is a further indication of 
a similar relationship. 

The above data seem to indicate that spells 
of nausea and vomiting and spontaneous epis- 
taxis occur with undue frequency in rheumatic 
individuals. It is believed that the relationship 
is not accidental. Of course these symptoms oc- 
cur in many other conditions as well, but that 
does not detract from the importance of the pres- 
ent considerations. The fact that headache is a 
frequent symptom of brain tumor does not alter 
the significance of headache in chronic uephritis. 
Likewise there are numerous conditions in which 
eyelie vomiting occurs in childhood. We fee! 
that amongst these now must be included rheu- 
matie infections. Frequently we have seen chil- 
dren who have been considered for a long time 
by pediatricians as suffering from cyclic vomit- 
ing. This term is certainly an ill-defined one 
and must include a variety of morbid states. 
In many such children we have discovered def- 
inite evidence of rheumatie fever. We think 
it would be well to regard a smouldering rheu- 
matie infection as one cause of what is at pres- 
ent called ‘‘eyelic vomiting’? in childhood. A 
further practical consideration in this regard is 
the difficulty that arises when vomiting occurs 
as an obscure evidence of rheumatic infection 
and is associated with pain and tenderness in 
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the abdomen. Under such circumstances there 
is apt to be a slight fever and leucocytosis. Oc- 
easionally because of the absence of definite rheu- 
matie pains, the possibility of rheumatic fever is 
overlooked entirely and the patient is operated 
on by mistake for acute appendicitis. The pur- 
pose of this discussion is merely to call atten- 
tion to the occurrence of these gastro-intestinal 
symptoms as a part of the picture of rheumatic 
infection, so that one might be less apt to make 
mistaken diagnoses of acute surgical conditions. 
Spontaneous nosebleeds, like vomiting, occur 
in a variety of conditions and even in individuals 
who have no important disease. It is common 
in the early years of life in patients who sub- 
sequently develop hypertension. It occurs also 
in some because of local nasal causes, where no 
particular constitutional disease develops. This 
study merely emphasizes the fact that epistaxis 
oceurs frequently during obvious rheumatic in- 
fection and also during periods of so-called in- 
activity of the disease. Moreover, it is common 
in rheumatie patients during the early years, 
long before the first outspoken manifestation 
of eardiae or arthritic involvement develops. 
The clinical significance of these studies lies 
in the use that may be made of these data in 
the diagnosis of doubtful cases of rheumatic 
fever and rheumatic heart disease. There are 
frequent instances where the cause of a slight 
protracted fever or a slight heart murmur re- 
mains obscure and unidentified. Where the out- 
spoken features like polyarthritis and chorea are 
absent, we are often dependent on the less echar- 
acteristic findings to establish a diagnosis. 
Amongst these are a family history of rheumatic 
infection, the seasonal occurrence of symptoms, 
the history of growing pains or excessive per- 
spiration, nervousness, fatigability, anaemia, the 
general appearance of the patient, and other 
ill-defined phenomena. There must be added 
now repeated spontaneous epistaxis and vomit- 
ing spells. When these points are weighed 





properly, it will be found that many patients, 
hitherto unrecognized as suffering from rheu- 
matie fever and its allied conditions, will be 
identified correctly. It will be possible also to 
obtain evidence of a previous rheumatic infee- 
tion in the past history of many individuals suf- 
fering from mitral stenosis or other conditions 
that are almost invariably rheumatie in origin 
and yet in whom ordinarily no past history of 
rheumatic fever or chorea can be obtained. The 
above conception is being supported by the very 
recent observations on the part of some pathol- 
ogists who are finding frequent postmortem evi- 
dences of rheumatic infection in cases never sus- 
pected of having had rheumatic fever. 


SUMMARY 


The frequency of spells of nausea, vomiting 
(eyelie vomiting) and epistaxis was ascertained 
in one hundred individuals suffering from rheu- 
matic fever or one of its allied conditions like 
chorea or rheumatic heart disease. ‘This was 
compared with the frequency of similar svmp- 
toms in a control group of one hundred non- 
rheumatic individuals of approximately the 
same age, coming to a surgical clinic. Accord- 
ing to the method used in estimating the oe- 
currence of these symptoms, they were found 
to be three to four times as frequent in the rheu- 
matic as in the non-rheumatic group. 


We believe that attacks of inexplicable nausea 
and vomiting and spontaneous nosebleeds are in 
some way related to the rheumatic infection. 
They occur frequently during a period of the 
infection that generally is regarded as inactive. 
<pistaxis particularly may occur for years pre- 
ceding the first definite attack of rheumatism. 
These features, together with others more com- 
monly emphasized, will enable the physician to 
identify as rheumatic many conditions which we 
believe at present go unrecognized or misdiag- 
nosed. 


-_— 





—_— 


THE SURGEON AND THE PATHOLOGIST VIEW 
APPENDICITIS 


BY E. D. LEONARD, M.D.,* AND S. C. DALRYMPLE, M.D.* 


N going over a series of eight hundred ap- 
pendectomies performed at the Newton Hos- 
pital, during the past five years, the authors dis- 
covered that the clinical and pathological diag- 
noses disagreed in fourteen per cent. of the cases. 
In order to reduce this relatively large dis- 
crepancy, the following classification was agreed 
upon: 
1. Acute appendicitis. 
2. Interval appendix. 
Such rarities as mucoceles and carcinoids, and 
such conditions as suppuration, gangrene, and 
*Leonard—Surgeon, Newton Hospital. Dalrymple—Patholo- 


gist to the Newton Hospital. For records and addresses of 
authors see **This Week’s Issue’’, page 845. 





rupture were to be added when indicated. We 
agreed that both local and general peritonitis 
may occur from direct extension of the infec- 
tion through the wall of the appendix without 
actual perforation. 

In the first group we placed those appendices 
showing microscopically acute inflammation and 
also healing processes. As the two conditions 
may be identical in appearance upon gross in- 
spection, the differentiation was left to the micro- 
scope. Clinically the healing appendix can only 
be diagnosed, so far as we know, by the differ- 
ential blood count and by the disappearance of 
symptoms. As the symptoms seldom begin to 
subside till twenty-four to forty-eight hours 
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after the appendix begins to recover, we are 
often dependent upon the blood picture for our 
diagnosis. This consists of the presence of one 
or more per cent. eosinophiles in the differential 
eount. A minimum of two hundred cells must 
be counted. As this is a small point and open 
to error, the appendix is always removed. 

The interval appendix is one that has given 
definite symptoms at some previous time. If two 
or more attacks are recorded, attention is paid 
to the time interval. It is our opinion that only 
a very rare appendix, if any, is subject to in- 
flammatory processes more than once in six 
months and that more than two such attacks are 
unusual. These appendices show microscopically 
but little pathology and invariably it is one 
characterized by a productive change. 

The term ‘‘chronie appendicitis’’ is a post- 
operative diagnosis and is reserved for the rare 
appendix which shows microscopically a diffuse 
lymphocytie and plasma eell infiltration of the 
wall, with seattered endothelial cells and a few 
neutrophiles, with absence of eosinophiles. Clini- 
cally these cases have given the signs and symp- 
toms of acute appendicitis, the attacks lasting 





this chronic type of infection cannot be differ- 
entiated with any degree.of certainty from acute 
appendicitis. ae 

On reviewing a portion of the voluminous 
literature upon the subject of ‘‘chronic appen- 
dicitis’’, we concluded that it. was the surgical 
opinion of the country that the term should be 
abandoned. There is also authority for the 
statement that pain and tenderness in the lower 
right quadrant is not indicative of. chronic ap- 
pendicular trouble.. With this in mind two ex- 
periments were conducted by one of the authors. 
Under local anesthesia the abdomens of two 
adults were opened and the appendices exposed.. 
Crushing, incision and dilatation of the appen- 
dices elicited no subjective symptoms whatso- 
ever. 

The Spring Surgical Service of the Newton 
Hospital is now requesting every patient who 
enters the hospital with the diagnosis of 
‘‘ehronie appendicitis’? to submit to a complete 
study, which includes x-ray examination of the 
chest, gastro-intestinal tract and gall bladder, 


and which usually extends over a period of one 


over a period of days. We believe that clinically | week. 





ie 


CEREMONIAL CIRCUMCISION 
BY EDGAR F. KISER, M.D.* 


N effort to establish the origin of ritualistic 
circumcision is met with well-nigh insur- 
mountable obstacles. It appears to be both the 
‘oldest and the most widely practiced surgical 
operation, but because of a paucity of literature 
and folk-lore among the more primitive peoples, 
and an almost superstitious reluctance to discuss 
it as a ceremonial among the tribes and nations 
higher in the seale of civilization, its beginnings 
are lost in the dim haze of a pre-historic and pre- 
biblical era. 

Cireumcision proper, or one of its various 
modifications,—simple incision of the foreskin, 
subincision of the urethra, clitoridectomy, in- 
fibulation or one of the many other genital muti- 
lations,—is performed on the male or female, or 
both, among all of the peoples of the Moham- 
medan world, among the. Turks, the Persians, 
the Arabs and Algerians; in parts of the Bal- 
kans, Asia Minor, parts of India and the Malay 
Archipelago and throughout practically the 
whole of North Africa. The Christian Abyssin- 
ians and the Copts observe the rite. It is widely 
practiced in Australia; and in America it has 
been reported by travellers among the savages 
in the central part of the continent—in Nicara- 
gua, in Mexico, along the Amazon and the 
Orinoco, and it is universally practiced by Jews 
throughout the world. 

Theologians and anthropologists seem unable 
to establish a satisfactory hypothesis to explain 
this widespread practice of circumcision, but 
are practically agreed that it did not originate, 


*Kiser—Associate in Medicine, Indiana University School of 
Medicine. For record and address of author see ‘This Week’s 


Issue”, page 845. 





except perhaps in a very few instances, as a 
hygienic measure, in the sense that we use that 
term today. It is reasonable to suppose that 
among most of the peoples who practice the rite, 
it is closely associated with phallic worship—an 
influence demonstrable in practically all of the 
world’s religions, the phallus, indeed, being sug- 
gested by more than one theologian as the origin 
of the cross. 


Ploss argues that the wide geographic distribu- 
tion of circumcision, and its general adoption 
by so many tribes and nations of such widely 
variant habits and customs, may be explained 
because of its being a rite of initiation, it be- 
ing a custom among many savages to initiate 
their youth into the various duties of mature 
life, the elders preparing them at this time 
for their marital duties, circumcision, frequently 
of both sexes, being a part of that preparation. 

Of the various theories advanced to explain 
the object of circumcision, three are most plausi- 
ble—the utilitarian, the tribal and the saeri- 
ficial. 

The utilitarian, that is, the promotion of clean- 
liness and health, especially in hot climates, 
where phimosis is apt to result if the natural 
secretions are retained by the foreskin, has been 
strongly urged by Philo, Claparadé and others, 
but its wide practice amongst tribes who have 
not the remotest notions of cleanliness or hy- 
giene, seems to refute their arguments. 

The champions of the tribal view contend that 
circumcision, like many other mutilations of the 
body practiced by various peoples at puberty, 
is simply a tribal mark; but since the organ is 
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almost invariably concealed by even the most 
primitive tribes, it seems highly improbable that 
the rite is performed as a tribal identification. 

The sacrificial theory probably explains the 
origin of the rite among the greatest number of 
peoples who practice it. It is variously regarded 
as a sacrifice to the god of fertility, as in Yuca- 
tan and Nicaragua, and as a substitute for hu- 
man sacrifice, placing it thus on a par with 
sacrificial eunuchism. 

IHlerbert Spencer has suggested circumcision 
as a mark of subjection inflicted upon conquered 
warriors by their victors, in lieu of punishment 
by death. While many references in literature, 
both religious and lay, may be cited to sub- 
stantiate his theory, it is refuted by numerous 
instanees in which the rite is reserved for the 
upper classmen of the tribe. 

Aaron Friedenwald, M.D., late of Baltimore, 
writing on circumcision in the Jewish Encyelo- 
pedia, after a critical review of an enormous 
literature discussing its origin says: ‘‘The ae- 
cumulation of evidence points to the fact that 
cireumeision in its primitive form was connected 
with marriage, whether performed with a view 
to the facilitation of cohabitation, as Ploss thinks, 
or, as is far more in accordance with the psy- 
chology of all primitive, as well as all ancient 
nations, to the consecration of the generative 
powers. At all events, the age of puberty is 
most frequently selected for the rite; and after 
weeks of purification, accompanied by tests of 
courage, the boy is formally graduated into man- 
hood, and bearing a new name, is ushered into 
the bridal chamber.’’ 

In Arabic, the word ‘‘hatana’’ signifies both 
‘‘to marry’’ and ‘‘to cireumcise’’, showing an 
original connection between the rite and the 
nuptial ceremony. 

The traditional origin of Jewish circumcision 
is found in the biblical injunction occurring in 
Genesis XVII, 10, 14: 


10. ‘‘This is my eonvenant, which ye shall 
keep between me and between you and between 
thy seed after thee: Every man-child among 
you shall be cireumeised. 

11. ‘‘And ye shall cireumcise the flesh of 
your foreskin; and this shall serve as a token 
of the covenant between me and you. 

12. ‘‘And at eight days old shall every man- 
child in your generation be cireumcised,— — — 

13. — — — — 

14. ‘‘And any uncircumcised male, who cir- 
cumciseth not the flesh of his foreskin, that soul 
shall be eut off from his people; he hath broken 
my covenant.’’ 

This is generally accepted as the origin of 
Jewish circumcision, but a critical review of the 
Pentateuch reveals that prior to the settlement 
of the Jews in Palestine, they followed the 
primitive custom of cireumeising at puberty and 
only after the Palestinian colonization was the 
biblical circumcision on the eighth day practiced. 
Ifowever, in the past the Jew has always looked 


’ 





upon circumcision literally as a seal of the cov- 
enant between God and man, and to a great ex- 
tent he so considers it still. 

In biblical times, the penalty of non-observ- 
ance was ‘‘karet’’ exclusion from the people. 
Non-Jews were compelled to undergo circumci- 
sion before they were permitted to partake of 
the Passover feast or to marry into a Jewish 
family. It was a ‘‘reproach’’ for the Jew to 
remain uncireumeised and the term ‘‘arelim’’ 
(uncircumcised) was an opprobrium applied to 
the Philistines and other non-Jewish nations. 

The Bible is replete with examples of the op- 
probrious use of the term. We read in Joshua V, 
8, 9, referring to the cireumeision of the Israel- 
ites after their forty years’ sojourn in the wilder- 
ness: 


8. ‘*And it eame to pass, when the whole peo- 
ple had all been cireumeised, that they abode in 
their places in the camp till they were healed. 

9. ‘**And the Lord said unto Joshua, This 
day have I rolled away the reproach of Egypt 
from off vou.’’ 


The term ‘‘arel’’ (uncircumcised) was synon- 
ymous with the term used to express unclean, 
and was used interchangeably with that term. 
Thus we read, ‘‘their uncireumcised hearts’’. 

The attitude of the ancient Hebrew toward 
the rite may well be illustrated by a Talmudic 
legend. An infidel asked of the famous Rabbi 
Akiba, ‘‘ And why did God not make man as he 
wanted him to be?’’ and the Rabbi replied, ‘‘In 
order that man should perfect himself by the ful- 
fillment of a divine command.’’ 

But, though we see how firmly convineed was 
the ancient Israelite that ‘‘cireumeision was an 
indispensable act of national consecration and 
purification’’, yet Kauffman Kohler, late presi- 
dent of the Hebrew Union College of Cinein- 
nati, perhaps the most profound Hebraic 
scholar in America, says that ‘‘unlike Christian 
baptism, circumcision, however important it may 
be, is not a sacrament which gives the Jew his 
religious character as a Jew. An uncircumcised 
Jew is a full Jew by birth.’’ 

The operation has always been attended by a 
more or less elaborate ceremony. As long ago as 
the seventh century of the present era, it was 
performed in the synagogue, in the presence of 
the congregation, and in order to give it the 
character of a festal celebration, certain mourn- 
ful prayers were omitted from the usual service 
and hymns of a cheerful nature substituted 
therefor. 

While there is evidence that in a very remote 
period the operation was performed by the 
mother of the child, at a very early time it was 
entrusted to a professional operator ealled a 
‘*Mohel’’. The mohel might be a rabbi or a lay- 
man who had perfected himself in the technique 
of the operation and in the ceremony attend- 
ing it. 

A description of the procedure as originally 
practiced may be of interest. It consisted of 
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three termed respectively ‘‘milah’’, 
‘‘neriah’’ and ‘‘mezizah’’. 

‘‘Milah’’, the actual excision of the foreskin, 
was, of course, the first step. The child was 
placed upon a pillow resting on the lap of the 
god-father. It was a signal honor to be selected 
to occupy that important position. The organ 
was exposed, the foreskin drawn downward and 
away from the glans, which was protected by a 
metal shield, and the foreskin excised by a sin- 
gle stroke of a knife. Great emphasis was laid 
upon the excision being accomplished by a single 
stroke. This portion gives to the operation its 
Hebrew name ‘“‘brith-milah’’, brith meaning 
covenant, milah the eutting of the foreskin. 

‘*Periah’’ was the term applied to the tear- 
ing of the inner lining of the prepuce. This 
was usually accomplished by seizing the mucous 
membrane between the thumb-nail and index 
finger of each hand and tearing it in the median 
line in such a manner as to roll it back and ex- 
pose the glans. This second step distinguished 
circumcision as practiced by the Jews from the 
rite as performed by many of the surrounding 
peoples. Among the latter, it was customary to 
simply excise the end of the prepuce, leaving the 
glans partially or wholly covered. Among the 
Jews, however, it was imperative that the inner 
lining be split and the glans entirely exposed. 

‘*Mezizah’’, the third step, consisted of suck- 
ing the blood from the wound. The ‘‘mohel’’ 
took some wine in his mouth, and applying his 
_ lips to the mutilated organ, sucked the wound, 
expelling the mixture of blood and wine into a 
receptacle especially provided for the purpose. 
This suction was repeated several times, after 


parts, 


9? 


which the operation was completed by appos- 
ing the skin and mucosa back of the glans and 
applying a retentive dressing of linen. The dan- 
ger of serious infection from the procedure of 
sucking the wound was long apparent and its 
abolition urged by many, even orthodox Jews. 
However, entire abolition met with such strenu- 
ous ecclesiastical opposition that a compromise 
was effected whereby suction was made through 
a glass tube which had been applied to the 
parts. 


The ritualistic cireumcision as now performed 
in the families of Reform Jews differs from 
ordinary surgical circumcision only in that there 
are present a minimum of ten male adults and 
that the child is named at the time of the cere- 
mony. Certain prayers are recited and there is 
a more or less elaborate feast prepared. 

The modern ‘‘mohel’’, or operator, is trained 
in an antiseptic, if not an aseptic, technique 
and ‘‘mezizah’’ (that is suction) has been al- 
most universally abandoned by even the most 
orthodox. However, about ten years ago, Holt 
reported the death of an infant from septicemia 
due to the practice. 

The fact is that among Reform Jews of today 
circumcision has resolved itself practically into 
a hygienic surgical procedure with only a second- 
ary religious significance. It is frequently per- 
formed by non-Jewish surgeons and since 1892 
has not been required of proselytes to the faith. 

The advisability of its performance as a 
prophylactic and hygienic measure requires no 
argument and its widespread adoption by non- 
Jews is a silent tribute to the wisdom of the 
ancient Mosaic law. 





TREND OF MENINGOCOCCUS MENINGITIS IN 
THE UNITED STATES 


At a recent conference of State and Territorial 
Health Officers with the Public Health Service, it was 
pointed out by representatives of the Service that re- 
ports received from State Health Officers for the past 
five years indicate that there has been a progressive 
increase in the number of cases of meningococcus 
meningitis that have been recorded. It is true that 
the actual number of cases are not large when com- 
pared with the total population. It is significant, 
however, that each-year there has been an increase 
over the preceding year, and that this rise has been 
continuing for five years. 

When the prevalence of meningococcus meningitis 
increased during the period of 1915 to 1917, the num- 
ber of cases rose in Europe before the movement 
occurred in the United States, but after the World 
War the number of cases did not rise noticeably in 
Europe until 1929, and then the increase was not 
general and the rates were not high. 

Incomplete reports for the first three months of 
1930 show rates higher than the normal for England 
and Wales, Scotland, The Netherlands, and Poland, 
but no figures from Europe have been found indi- 
cating a general increase in the prevalence of this dis- 
ease comparable with that in the United States. 





There was an outbreak of meningococcus menin- 
gitis early this year in the Anglo-Egyptian Sudan, 
and reports from the French Protectorate of Morocco 
show some increase in cases in March. Recent re- 
ports from Asia do not show anything unusual in 
the prevalence of the disease. Canada has reported 
comparatively few cases, but there has been a slight 
increase in incidence in Mexico. 

The nomenclature relative to meningococcus men- 
ingitis has been changed several times, the disease 
having been variously designated cerebrospinal men- 
ingitis, epidemic meningitis, and other similar terms. 
For this reason earlier figures are not exactly com- 
parable with the later ones. 

The total number of cases of meningococcus men- 
ingitis reported throughout the United States for 
the past five years is as follows: 














Year Cases Year Cases 
1925 1,859 1928 5,781 
1926 2,226 1929 9,660 
1927 3,204 





In considering these figures the difficulties of ob- 
taining accurate reports should be borne in mind. 

Since March, 1930,.the reported prevalence of men- 
ingococcus meningitis in the United States has been 
lower than it was in the corresponding months of 
1929.—United States Public Health Service. 
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CASE 16431 


SEVERE CONSTANT EPIGASTRIC PAIN 
OF EIGHT HOURS’ DURATION 


SurcicAL DEPARTMENT 


An English laborer thirty-four years old was 
brought to the Accident Room eighteen years 
before his final admission. He had fallen twenty 
feet, striking on his head, and was unable to 
move his left arm and leg. Under treatment 
with Zander and electricity he made slow im- 
provement. At discharge two months later he 
was able to walk very well, but had little use 
of the left arm. <A year later he came for ex- 
amination. He had no neck stiffness or paraly- 
sis, but the left leg was weaker than the right 
when he ran and the left arm was markedly 
weaker than the right. 

Second admission. May 7, eighteen years la- 
ter, he was brought to the Emergency Ward. 
For six months-he had had epigastric pain and 
discomfort and eructations of gas several hours 
after eating. The morning of admission while 
bending over he was seized with very severe 
abdominal pain, rather diffuse, in the region of 


the umbilicus, constant but worse at times. He 
had eaten no breakfast. Three hours after the 
onset he had taken one ecasearet tablet. His 


bowels were normal, with a movement the day 
before admission. His previous health had been 
good. 

Clinical examination showed a well nourished 
man somewhat dazed and apparently in great 
distress, lying with his knees drawn up, belch- 
ing at intervals, obviously very ill. Skin cold 
and moist. Brownish pigmentation and scars 
on the shins. Heart and lungs normal. Blood 
pressure 130/90. Pulse poor. Artery walls 
palpable and tortuous. Abdomen so generally 
rigid that attempts to palpate the organs were 
unsuccessful. There was generalized tenderness, 
perhaps worse in the lower quadrants. There 
was dullness in the flanks. No peristaltic sounds 
were audible. There was great tenderness on 
rectal palpation of the lower reaches of peri- 
toneum, about the same on both sides. Hemor- 
rhoids. Weakness of the left arm and leg. Left 
knee jerk much more active thah the right. Left 
patellar clonus. Bilateral response on eliciting 
the left knee jerk. Pupils normal. 

Before operation the chart and laboratory 
data are not recorded. 





The patient was in a dangerous condition from 
admission. Operation was done the evening of 
admission. Immediately after it intravenous 
glucose was given. Two days after the opera- 
tion the abdomen was slightly distended, with 
slight peristalsis. The bases of both lungs were 
full of rales. Culture from the abdominal fluid 
showed pneumocoecus. May 9 a portable x-ray 
showed mottling at both lung roots and both 
bases, with considerably diminished radiance of 
both lung fields and elevation of the diaphragm 
on both sides. The heart shadow was in the mid- 
line. There was no evidence of fluid. The ex- 
amination was not entirely satisfactory. 

That day the patient died. 


CLINICAL DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


His accident eighteen years before admission 
sounds as if he had sustained some skull frac- 
ture and so some cerebral hemorrhage resulting 
in paralysis of the hemiplegie type. It is not 
very striking,—probably a small hemorrhage 
and an area of softening. I cannot think of any 
direct trauma to the cord or nerves that would 
give this result. 

He has a history strongly suggestive of per- 
forated peptic uleer,—peptie ulcer, of the stom- 
ach or duodenum. Gastric ulcers perforate more 
often than duodenal, and evidently this did per- 
forate and produce general peritonitis. Six 
months is not too short a history for an uleer 
that comes to perforation. Perforation often 
comes with a shorter history than that. We have 
no evidence of gall bladder disease or of can- 
cer. The sudden symptoms in this case might 
be due to appendicitis or gall bladder disease 
or acute pancreatitis of course, but we have no 
good reason to think so. 


NOTES ON THE PHYSICAL EXAMINATION 


The physical signs are those of general peri- 
tonitis. If they had been so minded they might 
have gone on to say the classical things about 
his nose,—Hippocratie facies and so on. 

Brownish pigmentation and sears on the shins 
often mean nothing. They are often suspected 
to be syphilitic, but much more often turn out 
to be healed varicose ulcers or trauma. 

The tenderness in the flanks again brings up 
the question of appendicitis. 

That abdominal examination gives all the evi- 
dence anyone could ask for general peritonitis. 

The weakness of the left arm and lee dates 
back to the old accident,—a patch of softening 
corresponding to old cerebral hemorrhage. 

Of course operation is the only treatment. 
Medical treatment is perfectly hopeless in a ease 
like this. Most of us are not at all enthusiastic 


‘about being operated on in general, but I know 
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I should want my abdomen opened in this con- 
dition. 

The culture I do not believe has any special 
significance. 


‘‘Tleart shadow in the midline.’’ I do not 


know why. We have no evidence of fluid in the 
left side. We have no evidence of pulmonary 
collapse. 


DIFFERENTIAL DIAGNOSIS 


The best guess is peritonitis due to perforated 
gastrie ulcer. Could this have been appendici- 
tis? A man is not generally so sick during the 
first attack of appendicitis and with no symp- 
toms except gastric symptoms. It may have 
been a perforated gall bladder from gall stones, 
but there was no such previous history. He may 
have had acute pancreatitis not preceded by any 
previous gall bladder trouble. We are short of 
any evidence of the pain to the left of the 
median line often found in pancreatitis. But I 
do not think anybody ean exclude acute pan- 
creatitis. It is a very difficult diagnosis except 
when there is a gall bladder history leading up 
to it. Of course I am strongly influenced by 
the gastric history. If we supposed that to be 
wiped out, not to be true, we should have very 
little evidence of the cause of the general peri- 
tonitis and we should have to swing back to 
the appendix as the commonest cause. 

We have no reason to suppose disease else- 
where in the body except possibly bronchopneu- 
monia and cerebral cyst of softening from old 
- hemorrhage. 

A Stupent: You do not think the pneu- 
mococeus is of any significance ? 

Dr. Cazsot:. J should not say so. I do not 
believe the pneumococcus gave him the peri- 
tonitis; I believe the peritonitis gave him the 
pneumococecus. It is perfectly possible to have 
gastric ulcer and acute pneumococeus peritonitis 
both at onee. Dr. Mallory, what is the general 
prediction from finding pneumococcus in peri- 
tonitis ? . 

Dr. Tracy B. MAutory =: 
any. We have had one case exclusive of this 
one of a perforating gastric ulcer showing a pure 
culture of pneumococci, but that is not the usual 
finding. 

A Stupent: Would the extreme tenderness 
on rectal examination point to anything? 

Dr. Casot: That would be what one would 
expect in general peritonitis. If it were more 
on the right side than the other we should have 
some reason to suspect appendicitis. 

A Stupent: What is the meaning of the 
slight distention of the abdomen and slight 
peristalsis after operation ? 

Dr. Casot: That is a very common complica- 
tion. They cannot get all the coils separated and 
obstruction is the rule, and if obstruction, visible 
peristalsis. 


A SrupentT: Would you think of ileus? 


Dr. Casot: A certain amount of it is present 


I do not know of 





in every ease of peritonitis. There is no more 
ileus here than every case of peritonitis involves. 


PRE-OPERATIVE DIAGNOSIS 
Perforated ulcer. 


OPERATION 


Spinal novocain. A right upper rectus mus- 
cle splitting incision was made. On opening the 
abdomen about three pints of rather turbid bile 
stained fluid was aspirated from the abdomen, 
the fluid having extended into the pelvis and 
left side as far as the bed of the spleen. The 
perforation was about half a centimeter in 
diameter and was located in the anterior wall of 
the first part of the duodenum. There was con- 
siderable inflammatory edema around the point 
of the perforation. The perforation was closed 
by means of two layers of interrupted Lembert 
stitches, using number 00 catgut, and the suture 
line was reénforeced by a suture of omentum 
over it. 

After emptying the abdomen of as much fluid 
as could be removed and passing the hand over 
the liver, the abdomen was closed without drain- 
age. 

INTERPRETATION 


OF X-RAY 


The findings are consistent with bronchopneu- 
monia. 


BACTERIOLOGIC REPORT 


Culture from abdomen: pneumococcus. 


FurTHER DIscUssION 


Dr. Carnot: In view of the fact that the x-ray 
suggested bronchopneumonia it was wise to op- 
erate under spinal novocain, although there are 
many proved cases of pneumonia after opera- 
tions done under local anesthesia. 

_I said peptic uleer,—gastrie or duodenal. UI- 
cers that perforate occur more often in the stom- 
ach, 

I wonder how they removed the fluid. In old 
times they used to turn on a hose. They do not 
do that now. How did they do it here? 

Miss PAINTER: They used a suction appara- 
tus. * 

Dr. Cazot: That is logical: : 

I do not see that we have to change our diag- 
nosis. 


CLINICAL DIAGNOSES 


Perforated duodenal ulcer. 
Terminal pneumonia. 


DR. RICHARD C. CABOT’S DIAGNOSES 


Perforated peptic ulcer. 
General peritonitis. 
Possible bronchopneumonia. 
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ANATOMIC DIAGNOSES 
1. Primary disease. 
Duodenal uleer with perforation. 
2. Secondary or terminal lesions. 


General peritonitis. 
Karly bronchopneumonia. 


PATHOLOGIC DISCUSSION 
BY TRACY B. MALLORY, M.D. 


Nothing was found at autopsy but what was 
expected,—generalized peritonitis and a_ per- 
forated duodenal uleer which had been firmly 
sutured. On the wall of the duodenum opposite 
to the uleer which perforated was a second le- 
sion, a fibrous sear which I think represents an 
old healed uleer. It is not uncommon to find 
two uleers so placed in the duodenum, sometimes 
called kissing uleers. 

There was marked pulmonary collapse of both 
lower lobes. Why the heart should have been 
brought over to the one side more than the other 
| do not know, as they were equally collapsed. 
In addition to collapse there was a small area 
of pneumonia. 

To go back to the eulture, it is reasonable in 
general that peritonitis following perforating 
gastrie uleer should show a smaller variety of 
organisms than following lesions of the large in- 
testine or appendix. The stomach contents, 
while never sterile, usually contain a smaller 
number of organisms and a smaller variety of 
types. One study of a considerable group of 
cases of perforating ulcers showed chiefly 
streptococci and staphylococci, usually in pure 
culture. 

Dr. Casor: Do you think there is any reason- 
able possibility that it came from the lung? 

Dr. Matuory: I hardly think so. I am a lit- 
tle influenced by another ease, in which we 
got a pure culture of pneumococcus type I ex- 
tremely early, at a time when there was cer- 
tainly no evidence of pneumonia, within a very 
few hours of the perforation. 





CASE 16432 


COULD THIS DIAGNOSIS HAVE BEEN 
MADE IN TIME? 


MeEpIcaL DEPARTMENT 
PRESENTATION OF CASE 


Dr. RicHarp Couuins, Jr.*: A fifty-five year 
old single native born woman entered the sev- 
enth of July. Her chief complaints were cough 
and shortness of breath of thirteen days’ dura- 
tion. 

She had been perfectly well until fifteen 
months ago. She dated her whole _ illness 
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from two severe quinsy sore throats. In 
both eases the abscesses had to be _ lanced. 
Three months later she had tonsillectomy un- 
der local anesthesia. Ever since then she 
had had weekly treatments of both antra_ be- 
cause the specialist in New York said they were 
infected. 

Nine months ago she was awakened in the 
morning by severe colicky pain across her lower 
abdomen which continued for two days, grad- 
ually growing less and finally relieved by a good 
dose of Pluto water. Following that she was 
well until a month later, when she had another 
attack of the same sort which lasted the same 
length of time and was also relieved by a large 
dose of Pluto water. Following that attack she 
began having diarrhea and a great deal of gas 
in her bowels. In a short time the diarrhea be- 
came so severe that she was afraid to go out on 
account of urgeney. She had considerable pain 
at these times. She noticed no blood in the 
bowel movements, but some mucus. She was 
advised to have colonic irrigations. She had 
three irrigations a week until a month ago. At 
the time of entry she was having two a month. 
She had had no tenesmus or diarrhea for the 
past three months. . 

Three months ago she first noticed a lump 
above the right clavicle. She paid no attention 
to it, beeause she had some ‘‘lumps’’ (infected 
glands?) at the time she had quinsy sore throats. 
It gradually inereased in size. She thought it 
varied in size from time to time. A month ago 
she did not feel well, and decided to come to 
Boston to see the family physician. She had 
x-rays of the gall bladder and a gastro-intestinal 
series, also treatment over the gland in the neck. 
All the x-rays were negative except the gall blad- 
der film, which showed a slowly emptying gall 
bladder, no stones, no poor filling. A chest film 
showed some areas of fibrosis, one at the apex 
of the heart on the left and a few other scat- 
tered areas on the right regarded as suspicious 
by the x-ray man, who wanted them followed up 
in two weeks. Immediately following the gastro- 
intestinal series—and the patient attributes the 
exacerbation to x-ray—she began to have con- 
stant boring pain extending through to the back 
from the epigastrium and some spasm in the 
epigastrium on swallowing. She had loss of 
appetite and no relief from soda or bismuth 
citrocarbonate. She returned to New York. 

Fifteen days before entry she began to have 
dry constant unproductive cough which eontin- 
ued until admission. That night she had ex- 
treme breathlessness and a feeling as if a vise 
were around her chest. This lasted most of the 
night, but gradually wore off by morning. By 
advice of her physician in New York she had 
x-rays of the chest. These showed ‘‘lesions at 
both apices and an infected gland’’.. She was 
sent back to Boston after several negative spu- 
tum examinations. She had had no temperature 
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so far as she knew. She had been unable to sleep 
on account of discomfort. Six months ago she 
weighed 160 pounds, one month ago 150, one 
week ago 143. 

Her father died of pneumonia following pul- 
monary tuberculosis supposedly cured before the 
patient’s birth. 

The patient had had scarlet fever at eight, 
‘‘severe anemia’’ at sixteen following three 
months of constipation followed by diarrhea 
with one to ten or twenty movements a day. She 
had always been accustomed to have three to six 
soft bowel movements daily. Catamenia had al- 
ways been regular. She had severe cramps a 
month and a half before admission with a very 
scanty period. On entry she was just finishing 
a ten day flow, nearly twice as long as normal. 

On physical examination she was very breath- 
less and worried. She had over each clavicle a 
hard irregular mass, freely movable, larger on 
the right. Examination of the lungs showed 
that both apices behind were slightly dull. with 
bronchial breathing and increased voice sounds. 
There were many fine and coarse rales and 
squeaks, more on the right than on the left. 
The supracardiae dullness was 10 to 11 ecenti- 
meters. The pulmonie second sound was much 
louder than the aortic. The abdomen was full 
and tense, but with no shifting dullness. There 
was tympany in the flanks. No organs or masses 
were felt. Rectal examination was negative. 

The urine was negative. 6,000 to 10,000 
leukocytes. One stool was negative for guaiac. 
No other was obtained because she had had fre- 
quent ecolonie irrigations. 

After admission she continued to have extreme 
breathlessness, a feeling of constriction of the 
chest and smothering sensations. She had only 
one x-ray taken, that made at entrance. After 
a day’s observation, when it was perfectly ob- 
vious that she had extensive metastases in the 
chest, origin unknown, it was suggested that she 
might have a primary tumor in her upper air 
passages or nasal sinuses. The x-ray of the 
sinuses showed no pathology there. Aside from 
that there is practically nothing except the his- 
tory to suggest the primary site of the tumor. 
The mass above the clavicle seemed too hard for 
lymphoma. 

X-ray treatments were started on July 24. 
Following this she complained of a great deal 
of pain in her chest and extremities. Morphia 
had to be used to control it? She was consti- 
pated. She gradually grew weaker. A week 
after entry she was having extreme dyspnea and 
was raising about an ounee of sputum daily. 
The x-ray treatment seemed to be doing her no 
good. She was having a great deal of constant 
pain in the abdomen and bones, not relieved by 
anything except morphia. 

On July 28, eleven days after entry, she had 
slight eyanosis of the extremities. She was 
having some morphia for pain. She died with 
no striking symptoms at the time. 





We believed that she had metastatic carcinoma 
of unknown origin. 


CLINICAL Discussion 
BY RICHARD C. CABOT, M.D. 


The diagnosis here is between (a) tuberculosis, 
pulmonary and glandular, and (b) a neoplasm 
(site unknown) with metastases in the cervical 
glands, presumably also in the chest and pos- 
sibly in the intestine. 

The description of the pulmonary lesion sug- 
gests tuberculosis. The cervical masses might 
be tuberculous. Indeed, if this clinical picture 
were present in a child I do not think tuber- 
culosis could be exeluded. But at her age, with 
no softening in the cervical glands, with no 
record of fever (and therefore I assume no con- 
siderable fever), with a dyspnea apparently due 
to pressure on the trachea or bronchi and not 
to be explained by the lesions described in the 
lungs or by any ecardiae lesion, and especially 
with a course leading so rapidly to death, malig- 
nant disease is the more reasonable diagnosis. 
It is probably not lymphoma, since it showed 
no improvement after x-ray treatment. Car- 
cinoma, primary site unknown, with thoracic and 
cervical metastases, seems probable. The early 
intestinal symptoms suggest that the primary 
tumor may have arisen there. 


CLINICAL DIAGNOSIS 
Carcinoma, metastatic to the lungs. 
ANATOMIC DIAGNOSES 


Adenocarcinoma of the sigmoid with pul- 
monary and other metastases. 

Arteriosclerosis. 

Uterine polyp. 


PatTHoLoaic DiscussIoNn 


Dr. Tracy B. Matuory: The history is in- 
teresting in retrospect. She apparently had had 
all her life so many intestinal symptoms that 
one was inclined to discount the pains she com- 
plained of a year before entry to the hospital. 
Yet they alone gave any clue to her condition. 

The autopsy showed extensive carcinomatosis 
involving most of the organs in the body. The 
largest masses of tumor at the time of autopsy 
were in the lungs, next to that a big mass sit- 
uated just above, and to a slight extent buried 
in, but on the whole separable from the pancreas. 
There were also big masses in the supraclavicular 
glands. The smallest tumor of all was in the 
large intestine. That was a small annular, 
slightly constricting carcinoma of the sigmoid, 
unquestionably primary at that spot. 

Microscopie sections show a well differentiated 
adenocarcinoma in the intestine and in the pul- 
monary metastases. The other metastatic foci 
are more rapidly growing and poorly differenti- 
ated. An unusual finding was that the intestinal 
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lymph nodes were not enlarged, and were en- 
tirely free from metastases. 

Dr. EvBert L. Persons: Was the tumor low 
enough so that venous return was through the 
vena cava? 

Dr. Matuory: I cannot answer that absolute- 
ly. It was not in the rectum, but in the sig- 
moid, where most tumors metastasize to the liver. 

Dr. FreperIck T. Lorp: How far was it from 
the rectum? 

Dr. Mauuory: The statement here is that it 
was in the lower sigmoid. I judge that means 
the sigmoid loop. 





Dr. Lorp: Would that be hard to see with 
the proctoscope? 

Dr. MAuuory: Yes. 

Dr. Lorp: Had she had a barium enema? 

Dr. Mautory: She had had it outside the hos- 
pital by one of the best men in town. It is sur- 


prising that the tumor was not picked up. It 
was small, and one ean easily understand why it 
was not palpated clinically, but on the other 
hand it was definitely constricting and should 
have caused obstruction to a barium enema. 
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A QUESTION OF GOOD TASTE 


To most physicians the great importance of 
medicine and the dignity of its application war- 
rant the feeling that the publication of ridic- 
ulous, sarcastic and bizarre references to prac- 
titioners and their behavior or exaggerated state- 
ments of the weaknesses and foibles of patients 
is at least undignified. When such objectionable 
publicity emanates from a great leader in medi- 
cine those who have regarded him as a respected 
friend must deplore the shattering of their ideals 
by such exhibitions. The conservative element 
in medicine stands aghast at such effrontery. 

The expressions above are inspired by the book 
*‘Doetors and Specialists’? in which are set 
forth ridiculous and unseemly comments on the 
work of doctors and the vagaries of patients. If 
the book had been made up of excerpts from 
some of the alleged humorous publications, it 
would have occasioned little or no comment or 
consideration by physicians. A lay person who 
is not in sympathetic accord with scientific 
ideals, after perusal of this volume, would not 
be likely to have greater interest in medical 
praetiee. 





Doctors and medicine have been the targets of 
volleys of cheap wit from time immemorial and 
in the privacy of the club or intimate personal 
intercourse may serve to illustrate the senti- 
ment of the old adage about ‘‘a little nonsense 
now and then’’. But when a great leader in a 
profession brings to bear on that calling a col- 
lection of threadbare jokes and risqué refer- 
ences, largely the product of his own imagina- 
tion, he not only does no good but may put into 
the hands of the ignorant and thoughtless a 
weapon of attack on scientific medicine. 

We fear that the influence of one of the virile 
minds in our profession has not been enhanced 
by this publication. A careful reading may even 
create a suspicion that the psychoanalyst may 
find occasion to question whether the higher 
intellectual controls have not, in this instance, 
been thrown out of gear. 





‘A CURE FOR DOCTORS’ BILLS”’ 


THIs is a time in which the practice of medi- 
cine is undergoing criticism from all sides. From 
within and from without, its shortcomings, chief- 
ly from the economic point of view, are paraded 
before our stricken faces. A member of the 
Massachusetts Medical Society sends us frequent 
contributions, some of which we have published, 
to instruct us in the advantages to be derived 
from state control of medicine. The retiring 
President of the American Medical Association, 
in his address to the House of Delegates last 
June, said: ‘‘Medicine is being besieged on 
every side by forces that are constantly growing 
stronger and stronger, and unless some defen- 
sive effort is made to break the siege, the pro- 
fession must eventually capitulate, become so- 
cialized, and become employees of the State.”’ 

From without the profession, several voices 
have been raised in an effort to show us our 
weaknesses. E. A. Filene has expressed his be- 
lief that through better organization a way out 
of our difficulties could be found. In the Atlan- 
tic Monthly for October, 1930, Evans Clark, who 
is Director of the Twentieth Century Fund, an 
organization founded by E. A. Filene, enlarges 
upon this theme in an article entitled ‘‘A Cure 
for Doctors’ Bills.’”’ Mr. Clark’s recommenda- 
tions, briefly stated, are that the doctors should 
form themselves into guilds or clinies; that these 
guilds should supply periodic health examina- 
tions and medical and surgical care, with hospi- 
talization when necessary, and should do this at 
a flat rate of so much a year. He suggests $150 
as an annual family rate, or from $30 to $50 a 
vear for individuals. This charge is to be made 
regardless of the financial status of the patient. 
although better hospital accommodations could 
be had in return for a higher premium. Under 
this system the patient would never be con- 
fronted by a sudden demand for hospital and 
doctor’s charges; the doctors themselves would 
make larger incomes and would be freed from 
financial worry, large overhead expense, and 
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many other disadvantages of present-day pro- 
fessional life. 

The premises upon which Mr. Clark bases his 
theory are first, that ‘‘insurance against the ex- 
penses of illness is no more difficult of appli- 
cation in principle than insurance against fire 
or burglary or flood or earthquake.’’ Second, 
that patients of clinies pay less than 40% of 
the amount they would have paid to independent 
practitioners for the same services. Third, he 
obviously assumes that the services of a group 
or clinic would be as satisfactory to the patients 
as the services now rendered by independent 
practitioners. 

If Mr. Clark is correct in his premises, his eon- 
clusions must be accepted as equally correct, and 
the medical profession should at once begin to 
agglutinate. But are his premises correct? Is 
it a fact that insurance against the expenses of 
illness is no more difficult to apply than that 
against fire or burglary? We believe that it 
would be vastly more difficult to apply in prae- 
tice. 

In the event of burglary, fire, flood or earth- 
quake, something happens which is eapable of 
proof. No matter how criminal one may be in 
his motives, he will not dare to make very fre- 
quent claims for losses through fictitious rob- 
beries. Incendiarism is a crime punishable by 
law, while floods and earthquakes are public 
calamities. Pain in some portion of the human 
anatomy, on the other hand, can occur with un- 
limited frequency, and one may not be able to 
savy whether it is real or imaginary. Our only 
defense against the psychoneurotie patient is 
the imposition of a fee, and if that barrier 
were taken away, the services of the clinie might 
be monopolized by this type of patient. 

Mr. Clark’s statement that patients of clinies 
pay only 40% of what they would pay for the 
same services from independent practitioners is 
based upon Dr. C. Rufus Rorem’s study of some 
sixty groups. Since Dr. Rorem has repudiated 
Mr. Clark’s interpretation of his report as un- 
warranted at the present time*, we need spend 
no time in refutation of Mr. Clark’s conten- 
tion. The discovery of an inaccuracy of this 
sort in a supposedly serious analysis of a prob- 
lem gives the reader just cause for wondering 
whether any part of the article needs to be taken 
seriously. 

As to the third premise, that patients will re- 
ceive as satisfactory services from clinies as 
from individuals, much may be said without 
arriving at any definite conclusion. There is no 
reason why a clinic may not practice medicine 
as well, if not better, than any individual. There 
are undoubted advantages in having a patient 
seen by a number of doctors who view him from 
different angles and who have free access to the 
laboratories of the clinic. On the other hand, no 
amount of consultations and laboratory tests 


*Personal communication. 





will give the patient what he needs unless the 
data so ascertained are sorted out in one clear- 
thinking brain and are sublimated into a diag- 
nosis. Furthermore, this diagnosis must be 
practical and not theoretical. We fear that if 
all doctors were formed into clinics, many of 
these would have some very weak members. 
There is much truth in the old saying that a 
chain is no stronger than its weakest link. 

Mr. Clark, in his ideal guild, has every patient 
seen by one of the two ‘‘diagnosticians’’, chosen 
for their personality and professional standing, 
who are to be the official ‘‘greeters’’ for the 
organization. These two men, he says, are to 
be to the patient what the family doctor used to 
be. When they have located his ailment as be- 
ing gastric, urinary, or what not, they send him 
to the specialist who has charge of the disease 
which he is supposed to have. Presumably the 
diagnostician has done his work, and the patient 
sees him no more. How ean he see him? The 
diagnostician has a new batch of reeruits to re- 
ceive and file away. Shades of Aesculapius, is 
there any resemblance between such an august 
personage and the good old family doctor? 

We must appreciate the interest and advice 
of these laymen who have taken so much thought 
about medical problems. Their suggestions make 
us think about the larger issues of medicine; 
they help us to realize that, after all, we serve 
the public and that we must supply the type 
of care which is best adapted to their needs. On 
the other hand it is probable that very few lay- 
men can appreciate the real character of medi- 
eal practice. The problems connected with it 
ean be settled properly only by physicians them- 
selves. 





AN INSULTING AND DISGUSTING 
CIRCULAR 


A YOUNG woman about to be married received 
through the mail a circular letter setting forth 
the claims of a certain manufacturer with re- 
spect to the efficacy of a ‘‘Special’’ ‘‘ Double 
Streneth’’ emmenagogue. 

The literature in the circular is designed to 
impress upon the reader the necessity of having 
this product on hand for an ‘‘emergency’”’, ete. 

We have forwarded the literature to the State 
Department of Publie Safety with the suggestion 
that if there is any law or other foree which 
can be employed to prevent the distribution of 
this literature or sale of the product advocated, 
it should be applied. 

This literature would lead to the expectation 
that a pregnancy could be terminated by the use 
of this product. Even the attempt to perform 


an abortion is, we believe, illegal and there 
should be no encouragement of the expectation 
that this or any other drug can properly be used 
for this purpose. 
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In the October issue of the Health Journal 
the Massachusetts Tuberculosis League reports 
that this State will distribute seventy-six mil- 
lion seals and five hundred and forty-two thou- 
sand letterheads through the twenty-eight af- 
fJiated organizations. 

Dr. Kendall Emerson, Managing Director of 
the National Tuberculosis Association, has sent 
a communication warning the State League that 
care must be taken to combat any overconfidence 
based on previous experiences for although the 
seal sale has been a successful method of rais- 
ing money, present business conditions and the 
eeneral tendency to reduce charitable contribu- 
tions at the present time may act unfavorably in 
the campaign. 

It should be realized that further progress in 
the contest with tuberculosis cannot be main- 
tained unless sustained and intensive activity 
is continued in order to hold what has been 
accomplished and in addition to build on the 
foundation already established. It is a matter 
of adequate money and personal work. 





THIS WEEK’S ISSUE 


ConTAINs articles by the following named au- 
thors: 


Fircnet, Seta M. A.B., B.P.H., M.D. Har- 
vard 1921. F.A.C.S. Assistant Surgeon, Out- 
Patients, Massachusetts General Hospital. Con- 
sulting Surgean, Massachusetts Eye and Ear 
Infirmary. Assistant Visiting Surgeon, Chil- 
dren’s Hospital. Associate Surgeon, New Eng- 
land Baptist Hospital. Assistant in Orthopaedic 
Surgery, Courses for Graduates, Harvard Medi- 
eal School. His subject is: ‘‘Injury of the 
Serratus Magnus (Anterior) Muscele.’’ Page 
818.- Address: 319 Longwood Avenue, Boston. 


Breese, RicHarD T. B.S., M.D. Johns Hopkins 
University 1928. Resident House Officer in Med- 
icine, Johns Hopkins Hospital 1927. Research 
Fellow in Medicine, Harvard University 1930. 
Assistant Resident in Medicine, Johns Hopkins 
Hospital 1930-1931. Address: Johns Hopkins 
oe Baltimore, Maryland. Associated with 
im is: 

SutTuirr, WHEELAN D. A.B., M.S., M.D. Cor- 
nell University Medical College 1924. Assistant 
in Medicine, Harvard Medical School. Assistant 
Physician to the Thorndike Memorial Labora- 
tory, Boston City Hospital. Address: Boston 
City Hospital, Boston. Their subject is: ‘‘The 
Treatment of Lobar Pneumonia with Homolo- 
gous Convalescent Serum.’’ Page 823. 


JorDAN, SarA M. A.B., Ph.D., M.D. Tufts 
College Medical School 1921. Gastroenterol- 
ogist, Lahey Clinic. Associate Staff, New Eng- 
land Deaconess Hospital, New England Baptist 





Assistant Physician, New England Hospital for 
Women and Children. Her subject is: ‘‘Con- 
stipation and Catharsis.’’ Page 826. Address: 
605 Commonwealth Avenue, Boston. 


Minyorat, ApotpH T. A.B., M.D. Cornell 
University 1928. Intern, Presbyterian Hospital, 
June 1928 to February 1930. His subject is: 
‘‘The Inception of Acute Leukemia.’’ Page 828. 
Address: Presbyterian Hospital, 620 W. 168 
Street, New York City. 


Coonse, G. Kennetu. <A.B., M.D. Harvard 
1924. F.A.C.S. Formerly, Fracture Service, 
Out-Patient Department, Massachusetts General 
Hospital. Assistant Visiting Orthopedic Sur- 
geon, Newton Hospital. Assistant in Orthopedic 
Surgery, Harvard Medical School. Now, Pro- 
fessor of Orthopedic Surgery, University of Mis- 
souri. Address: University of Missouri, Co- 
lumbia, Mo. Associated with him is: 

Moorr, Howarp. M.D. Boston University 
School of Medicine 1905. F.A.C.S. Orthopedic 
Surgeon, Newton Hospital. Consulting Ortho- 
pedie Surgeon, Westboro State Hospital. Di- 
rector, Physiotherapy Course, Bouvé-Boston 
School of Physical Education. Address: 520 
Beacon Street, Boston. Their subject is: 
‘““Treatment of Fractures of the Humerus by 
Mobilization and Traction.’’ Page 829. 


LevinE, Samuen A. A.B., M.D. Harvard 
1914. Assistant Professor of Medicine, Harvard 
Medieal School. Senior Associate in Medicine, 
Peter Bent Brigham Hospital. Visiting Physi- 
cian, Beth Israel Hospital. Address: 270 Com- 
monwealth Avenue, Boston. Associated with 
him is: 

ANDREN, THEKLA. Social worker in the Car- 
diae Clinie of the Peter Bent Brigham Hospi- 
tal. Address: Peter Bent Brigham Hospital, 
Boston. And 

Homans, KatTHaArINE A. Volunteer social 
worker in the Cardiac Clinie of the Peter Bent 
Brigham Hospital. Address: Peter Bent Brig- 
ham Hospital, Boston. Their subject is: ‘‘Nose- 
bleeds and Vomiting in Rheumatic Individuals.”’ 
Page 832. 


Leonarp, E. D. A.B., M.D. Harvard 1913. 
F.A.C.S. Surgeon, Newton Hospital. Address: 
Chestnut Hill, Mass. Associated with him is: 

DautryMp.eE, S. C. M.D. Bowdoin Medical 
School 1917. Pathologist to the Newton Hospi- 
tal, Waltham Hospital, Framingham Union Hos- 
pital, and Leonard Morse Hospital. Instructor 
in Pathology, Boston University School of Medi- 
eine. Address: Newton Hospital, Newton, 
Mass. Their subject is: ‘‘The Surgeon and the 
Pathologist View Appendicitis.’’ Page 834. 


Kiser, Epaar E. M.D. Medical College of In- 
diana 1903. Associate in Medicine, Indiana 


University School of Medicine. Attending Phy- 
sician, Methodist Episcopal Hospital and St. 
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Vincent’s Hospital, Indianapolis, Indiana. Con- 
sultant in Cardiovascular Diseases, Indianapolis 
City Hospital. His subject is: ‘‘Ceremonial 
Cireumeision.’’ Page 835. Address: 226 
Hume-Mansur Building, Indianapolis, Indiana. 





THE BOSTON MEDICAL LIBRARY 


WILLIAM CULLEN 
1710-1790 


AMONG the many illustrious teachers of medi- 
cine produced in Great Britain there are per- 
haps few who exerted a wider influence in their 
own day and for some time after than did Wil- 
liam Cullen. His suecess in this respect was 
not so much due to any original contributions 
which he may have made to the art or science 
of medicine as to the inspiring character of his 
influence upon the students who were privileged 
to profit by his instruction. He possessed a 
philosophic mind and several of his pupils in 
commenting upon the influence he had over 
them, have pointed out that he had an unusual 
power of inspiring enthusiasm. He was well 
read and applied his philosophic capabilities to 
the accumulation of facts which his wide reading 
had garnered, with the result that they were 
often given a more extended application than 
they had hitherto possessed. He emploved 
some of the same methods in his dealings with 
his pupils that other great clinicians and teach- 
ers have done since his day. ‘‘He was cordially 
attentive to all their interests, admitted them 
freely to his house, conversed with them on the 
most familiar terms, solved their doubts and 
difficulties, gave them the use of his library and 
in every respect treated them with the affection 
of a friend and the regard of a parent.’’ 

He was born in Lanarkshire, in the town of 
Hamilton on the 15th of April, 1710. His father 
was factor to the Duke of Hamilton. He was 
fortunate to fall in with a medical preceptor 
by the name of Paisley, while studying at the 
University of Glasgow. The latter was a very 
studious man, possessed of a good medical li- 
brary and it was here that Cullen laid some of 
the foundations of his future success. In 1729, he 
visited London and here obtained a commission 
as surgeon to a merchant vessel on which he 
shipped to the West Indies. Returning to Lon- 
don he became apprenticed to an apothecary 
where he assiduously pursued his medical stud- 
ies. Lack of funds made it necessary for him 
to go back to his own country where he began 
practice in Auchinlee. Through the aid of a 
small legacy which he acquired at this time, he 
was enabled to attend two winter sessions of the 
Edinburgh Medical School, under the first of the 
celebrated Munros. This was in 1734-36. He re- 
turned to Hamilton, his birthplace, in 1736 
where he was induced to remain, through the 
patronage of the Duke and Duchess of Hamil- 





William Hunter was his pupil. Later on, in the 
course of a life-long friendship, Hunter is quoted 
as having said that he owed Cullen more and 
had a greater affection for him than for any 
other man of his aequaintanee. During 1739-40 
Cullen was chief magistrate of Hamilton. He 
received his doctor’s degree from Glasgow in 
1740 and soon after took on a surgical assistant 
and in 1741 was married to Anna Johnstone 
whom he survived four years. They had eleven 
children, one son achieving the distinction of 
appointment as Judge on the Seottish bench. In 
1744 he removed to Glasgow where he busied 
himself with the founding of a medical school 
where he lectured on medicine and other sub- 
jects, as was the custom of the time. He made 
some discoveries with reference to the genera- 
tion of heat in chemical combinations. In 1751 
there was a vacancy in the University of Glas- 
gow faculty and Cullen was appointed to the 
Professorship of Medicine. Progress in the de- 
velopment of the School was slow and practice 
was not extensive, so he listened to the impor- 
tunity of some of his friends who wished him 
to apply for a position in Edinburgh. In 1755 
he received an appointment as associate profes- 
sor of chemistry. The popularity of his course 
rapidly increased and he soon became full pro- 
fessor. Two years later he began to give clinical 
lectures at the Infirmary. So clear and compre- 
hensive was his presentation of the more com- 
mon subjects upon which he lectured that he 
soon became a most popular teacher. The pro- 
fessor of materia medica died in 1760 and so 
popular had Cullen become with the students 
that they persuaded him to give the course in 
that subject during the period in which the au- 
thorities were canvassing for a man to fill the va- 
eancy, permanently. After the resignation of 
the professor of physic he was induced to seek 
election to that chair but he only succeeded in 
being made an associate, Gregory, the choice 
of the outgoing professor, receiving the coveted 
place. Cullen worked harmoniously with Greg- 
ory however until the latter’s death in 1773, 
when he succeeded to his chair and for many 
years thereafter was the mainstay of the Edin- 
burgh School until his resignation in 1789. Only 
a short few months of life remained for him 
after this, for he died February 5, 1790. He 
was president of the Edinburgh College of Physi- 
cians from 1773-1775 and was largely responsible 
for the erection of a new hall for the college 
in 1775. He was foreign associate of the Royal 
Society of Medicine of Paris and Fellow of the 
Royal Society of London. His publications were 
widely used wherever medicine was taught and 
were translated into several foreign languages. 
Perhaps the most popular was his First Lines 
of the Practice of Physic, published in Edin- 
burgh in 1776-84. In this work Cullen disagreed 
emphatically with the teaching of Boerhaave’ 





ton, until 1744. During a part of this time 


who leaned toward the old humoral pathology. 
He was a firm believer in the influence exerted 
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by the nervous system in modifying and origi- 
nating certain disease. A fundamental concept 
of Cullen’s, one which is set forth at the very 
beginning of his Institutions of Medicine, is that 
of the prime importance of preventive medicine. 
Any other concept of the physician’s duty he 
regarded as false. As a kind of preface to his 
lectures on the Practice of Physic he gave sev- 
eral lectures, one of which is on the literary 
history of the art of medicine. His reasons 
for this are so convincing it would seem strange 
that any considerable recognition of the im- 
portance of teaching the history of medicine 
in our medical schools was delayed 140 years. 
After speaking of the necessity for such sketchy 
considerations of the varied subjects taught 
in the schools and the imperative need for 
supplementing this by wide reading and study, 
he states that he ‘‘should have a mean opin- 
ion of the genius of a student, who, being 
satisfied with that alone (i.e., the system taught 
by his professor) should implicitly receive 
the opinions of his master without inquir- 
ing after those of others, without consider- 
ing what doubts might be raised, or what ob- 
jections might be made to the system he had 
first imbibed. I maintain that such a student 
would never understand, even his own system, 
sufficiently’’. He further asserted ‘‘that it is 
absolutely necessary to study the literary history 
of Physic, to learn the character of authors, and 
therefore the periods at which they lived, the 
schools they belong to, and the systems in which 
they were engaged’’. He then proceeds to ‘‘ give 
an account of the changes which from time to 
time, have happened in the method of cultivat- 
ing the art, with the general effects of these as 
well as history will allow us to discern them’’. 
He was an excellent clinical observer, an in- 
spiring teacher, something of a research scholar 
in chemistry and physiology and a medical his- 
torian to the extent, at least, that he sought to 
invoke -the light of history as.a guide to direct 
the student of medicine through a labyrinth of 
conflicting opinions. Contacts with such a mind 
and character must have exerted a strong in- 
fluence upon many a student of those days. Such 
teachers are, unhappily, rare in these times. 


MISCELLANY 





JULIUS ROSENWALD FUND AIDS PAY CLINIC 
FOR MENTAL HYGIENE 


In order to help bring psychiatric service, one of 
the most expensive forms of medical care, within the 
reach of people of moderate means is the purpose of 
a grant recently made by the Julius Rosenwald Fund 
to aid the Mental Hygiene Institute of the Pennsyl- 


'vania Hospital in Philadelphia, according to an an- 


nouncement made by Mr. Edwin R. Embree, Presi- 
dent of the Rosenwald Fund. 

“Up to the present time,” said Mr. Embree in mak- 
ing the announcement, “only the well-to-do and the 





poor have been able to take advantage of this new- 
est branch of medical science—the wealthy through 
the necessarily expensive private practice of psychi- 
atric specialists, the poor through the free services of 
the state and general hospitals and the child guid- 
ance clinics. For families of moderate means the 
cost of the skilled service and long-continued treat- 
ment often necessary to prevent or cure mental mal- 
adjustment has been prohibitive. 

“In this country about 400,000 hospital beds, or half 
of all those in the United States, are now used for 
mental patients. In other words the hospital provi- 
sion now required for mental diseases is as great as 
that for all other forms of illness combined. The an- 
nual expense of these patients is more than a quarter 
of a billion dollars. Experts agree that many of these 
mental breakdowns might be prevented if the patient 
could receive early diagnosis and treatment. Yet so 
far work in this direction has been confined almost 
entirely to charity patients except for the compara- 
tively small amount of very expensive service avail- 
able to persons of means. 

“We believe that the services now offered by the 
Institute of Mental Hygiene at the Pennsylvania Hos- 
pital, under the direction of Dr. Earl D. Bond, profes- 
sor at the University of Pennsylvania and ex-presi- 
dent of the American Psychiatric Association, consti- 
tute a pioneer effort in this important direction under 
the very highest type of leadership and with every 
modern facility. The aim of the undertaking is to 
furnish service to patients of moderate means at 
rates which they can afford and which cover the cost 
of their care. Since during the initial year of such 
an experiment, before it is fully under way, a deficit 
is likely to be incurred, the Julius Rosenwald Fund 
has made a grant to the institution, pledging to meet 
half this deficit, up to a total of $17,500.” 

Teachers, ministers, manual workers such as plumb- 
ers and machinists, salesmen, members of other mid- 
dle class business and professional groups have come 
to this pay clinic since it began operations. Patients 
for whom this pay clinic service is intended include 
individuals with incomes of from $1,000 to $3,000 to 
families with incomes that may be as much as $6,500 
a year if that amount must maintain six or seven 
persons. 

For middle-class patients who need hospital care, 
the rate is at $5 a day for a semi-private room and 
$6 a day for a private room, covering all charges 
including the doctor’s fee. Hospital care is ordinarily 
for a few days or weeks for diagnosis or to make a 
start in treatment. 

The Institute is equipped with all modern facilities 
for physiotherapy. 

Most patients do not require bed care and come to 
the pay clinic by appointment to consult members of 
the staff with all the privacy and individual attention 
of a physician’s private practice, receiving service in 
special departments also as it may be required. The 
full rate, covering the actual cost of both institu- 
tional charges and professional services is $10 for the 
first visit and $3 for each succeeding visit. A special 
rate of $5 and $1 and a minimum rate of $1 and 50 
cents are arranged for those whose incomes and fam- 
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ily responsibilities make it impossible for them to 
pay the full cost. After the first year’s experimental 
period, when physicians and patients have become 
acquainted with the new type of services offered by 
the Institute, it is expected that this middle-rate 
service wil! prove self-supporting. 





LONDON AND COPENHAGEN 


BY JOHN G. DOWNING, M.D. 


one of the great medical cen- 
many large institutions, many 
of them with medical schools attached with no cen- 
tralization, as one finds in other cities, that it is 
difficult to find exactly the particular work in which 
ene is interested, and although each institution is 
doing very fine work, some renowned for some spe- 
cial study, there is no hospital where the wandering 
dermatologist will wend his footsteps, unless direct- 
ed by some kind friend. At No. 1 Wimpole Street, 
there is a bureau where one can gain information 
about graduate work and about the various hospi- 
tals. The London Hospital at Whitechapel, which 
contains about 1000 beds, is very complete and 
modern. Here Doctor O'Donovan is in charge of 
the skin clinic, which is held in the morning, and 
here is located a Finsen Lamp, where very good 
in tuberculosis of the skin. 


London certainly is 
ties, but there are so 


work is done 

St. Thomas Hospital is one well worth visiting. 
li is a large beautiful building, and has a very fine 
Here in the afternoon the Dermatological 
Clinic is attended by many patients. Various inter- 
esting skin lesions are shown. Doctor Dore holds 
sway and he gives a clear and learned presentation 
of cases to the students whom we were surprised 
to find in attendance, the last week of July. His 
kindly manner toward patients and his amusing 
anecdotes make an afternoon at his clinic seem very 
short. 

The British Association of Dermatology and 
Svphilology opened its meeting at the Royal Society 
oi Medicine at No. 1 Wimpole Street, London, on 
July 30, 1930. There were twelve American Der- 
matologists present,—Boston represented by two. 
First there was the usual business meeting, and 
then a discussion of the infections of the skin by 
Monilia and other yeast organisms, opened by J. U. 
H. MacLeod and G. B. Dowling. In a very clear and 
concise paper, MacLeod described the types of 
monilia, the lesions produced, and stated that some 
of the cases gave a lifelong history; in three cases 
the original lesions occurred in babies as thrush, 
and that continued wet dressings produce a very fa- 
vorable site for the growth of monilia. These cases 
are often mistaken for eczema, and at times can 
be generalized, even the eyelids being affected. The 
primary lesion is a vesicle suggestive of ringworm 
common sites are the intertriginous, the 
surfaces, the navel, mostly in women, 
membranes of the 


museum. 


and the 
interdigital 
the nail beds 


and the mucous 


vulva, occasionally the nasolabial fold is affected. 
Dowling showed the experimental production of the 
Gisease and that monilia produces a very low grade 





of pathology, as a rule, the pathology, depending on 
the strain of organism, acquiring increased pathol- 
ogy by transplanting, and on the soil, greasiness and 
sweat being favorable to growth. 

Reiss of Shanghai, China, in his discussion de- 
scribed an epidemic of monilia of 24 children on 
whom the commonest lesions were on the skin of 
the popliteal spaces. 

Castellani stated that in some cases of persistent 
furunculosis in the very early stages of the furuncle 
it is possible to demonstrate the monilia. These 
cases respond readily to potassium iodide. 

Shamberg of Philadelphia, in answer to a question 
cr his work on monilia in psoriasis, stated that 
more monilia were found in normal persons than 
were found in psoriatics and also mentioned that he 
had seen a fatal case cue to monilia. 

Block of Zurich, after describing various cases, 
declared that a huge percentage of normal skin show 
fungi and that it is necessary to differentiate the 
saphrophytes of the normal skin before saying that 
they are pathological, and so we must classify the 
normal fungi on the skin. 

The address of the morning was on Metabolism, 
Endocrine Glands, and Skin Diseases with special 
reference to Acne Vulgaris and Xanthoma by Prof. 
Bruno Block of Zurich, who showed that it is im- 
possible to compare the normal skin with tumor 
formation and showed the relative values of the 
various lipoid substances of the blood and by ex- 
perimentation with feeding that a lack of hyper- 
cholesterol does not exclude a cholesterol disturb- 
ance. He also gave statistics of numerous children 
showing the relationship between endocrinology and 
acne,—a citation of figures to prove a well-known 
fact. 

In the afternoon about 25 interesting cases were 
shown including a case of Lymphogranulomatosus 
Benigna with splenomegaly which had been running 
a picket-fence temperature until an intravenous in- 
jection of 3% sodium morricate. 

The following morning Barber and Ingram gave 
excellent papers on Acrodermatitis Repens. They 
described two types, the infective due to the staph- 
ylococcus albus and aureus, and the non-infective 
type with sterile lesions, characterized by pinhead 
vesicles in lakes of pus which were sterile, showing 
white sodden vesicles in the clefts between the toes. 
This type shows a histological picture of psoriasis. 
These cases do not respond to treatment and were 
thought to be a class of pustular psoriasis described 
by Sutton affecting the palms and soles. In the af- 
ternoon they showed cases of the so-called pustular 
psoriasis. G. H. Lancashire described a treatment 
of tuberculosis of the skin consisting of thorough 
erasing of the raw surfaces, with a wooden spike 
packing them with potassium permanganate and 
then painting them with water applied with a cam- 
el’s hair brush. 

In a thorough refutation of a paper attempting 
to prove that interdigital-mycosis is universal, the 
frooft submitted consisted of slides showing the mo- 
saic forms of fungi taken from normal skins; Whit- 
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field showed how it is possible to macerate the skin 
with salicylic acid, under zinc plaster, for two days, 
and then shave this macerated skin, dissolve it in 
potassium hydroxide and under the microscope defi- 
nite mosaic forms will be demonstrated. The vari- 
ous discussions were clear cut and definite, and to 
one from Boston it was very gratifying to hear, es- 
pecially in the extemporaneous discussion, how fre- 
quently the dermatologists from Boston were quoted, 
not only for treatment hut also for diagnostic work. 

Great courtesy was shown to the visiting derma- 
tologists and each visitor was the guest of some 
member at the banquet at night when all deserted 


‘the macules and the papules for the bubbles which 


are not forbidden on British soil, so that it was a 
manifold delight to toast the King, especially since 
then only could we have our first cigarette. Truly 
it was a delightful and instructive meeting. 

Thence through Holland and Germany we went 
to the sea where the train was taken aboard the 
ferry and we were carried to Copenhagen. Copen- 
hagen, the capital of Denmark, was the centre of all 
activity, and this year the eyes of dermatology were 
focussed on it. It is a busy interesting city peopled 
by a delightful and happy crowd of 800,000 inhabi- 
tants, with its numerous bicyclists, its merry open- 
air cafés and its brilliant Tivoli, an open-air place 
of amusement, always crowded by the gay inhabi- 
tants of “Merry Copenhagen,” with its fine summer 
weather despite its northern latitude. 


Denmark is a wonderful combination of land and 
sea which combination may account for its low 
ceath rate, eleven per thousand. The plan of medi- 
cal education is protracted. The course is ordinarily 
seven years in length, each year divided into two 
semesters of about three months each, in order to 
provide more time for research. All Danish hospi- 
tals have three functions, care of the sick, instruc- 
tion, and research. . Laboratories are everywhere, 
and that of Prof. Rasch is very complete. There he 
has a remarkable collection of books and pictures 
of all the former and present renowned dermatolo- 
gists. Each ward has its own laboratory. The Rigs 
hospital has nine hundred beds and is a remarkably 
well-equipped institution, with inside courts adorned 
with beautiful trees, lawns, flowers, and fountains. 
The patients are placed in rooms of two to six beds 
and on each floor there is a large lounging room 
for the convalescents. The Municipal Hospital has 
a thousand beds and there are several other hospi- 
tals. The general level of education is high with the 
result that public health measures are willingly and 
heartily supported. The public health activities are 
governmental in character and are excellent. The 
two outstanding features are the health insurance 
plan, and the requirements for specialists in any 
particular branch of medicine. The people are edu- 
cated to demand the best type of practitioners, so 
that it is not a fertile field for quacks or charla- 


tans. 

The medical profession, however, is overcrowded. 
After graduation it often takes a graduate two years 
before he can receive an interneship, and in that 





time he gives his services to some hospital as a 
voluntary assistant. There are 2,447 physicians in 
Denmark—about one to 1,450 people. Each year the 
Danish Medical Association appoints a committee, 
which outlines a course of training, for each special- 
ty. This committee consults with the Danish Asso- 
ciation in each particular field, and together they 
determine what requirements are necessary in each 
specialty. Any member of the Danish Medical Asso- 
ciation may apply for recognition as a specialist. He 
must present his qualifications and special work in 
that particular branch of medicine. The essential re- 
quirements are: Six years general medical work, 
after graduation, which must include a recognized 
interneship of six months in medicine and six 
months in surgery, and two years’ training in gen- 
eral practical work exclusive of his specialty. Then 
each specialty has its own definite requirements, 
in addition to the preliminary six years’ work, 
including a minimum time of three years’ work as 
an assistant in that specialty. Skin diseases 
and venereal diseases are linked together as a 
specialty and include genito-urinary and venereal 
diseases. In reviewing an application the commit- 
tee consults with two recognized specialists in that 
field. These specialists have no vote, the commit- 
tee alone has the power to accept or reject; how- 
ever, on rejection the cause must be given, and the 
rejected one may appeal to the Supreme Board of 
the Danish Medical Association within two weeks 
after rejection and the rejection by the commit- 
tee can be overruled by a two-thirds vote of the 
board. The committee annually posts a list of rec- 
ognized specialists. No one may advertise as a spe- 
cialist without such recognition, for in Denmark it 
is ethical to advertise p~rovided that one limits the 
advertisement to stated rules and regulations. 

The Denmark law of public assistance provides 
tne citizens with help in all the necessities of life 
and the required relief and care in sickness. In 
order to prevent abuse of this law and to main- 
tain the individual morale there are several stipula- 
tions, or what really amount to penalties, attached 
to the acceptance of this public aid,—that is the 
loss of the right to vote, the prohibition of marriage 
vithout permission of the authorities, and the loss 
ot old age pension. All expenses paid by the com- 
munity must be repaid as soon as the recipient is 
financially able. A few chronic diseases such as 
mental deficiency, tuberculosis, and cancer are ex- 
empt from penalty. A citizen who is not a member 
of an insurance fund, who becomes ill and is obliged 
to seek aid from the public fund, becomes a second- 
class citizen as a result. In cases of prolonged ill- 
ness, in order to protect the insurance companies 
the State assumes the burden beyond twenty-six 
weeks in any one year. Only members of a health 
insurance company authorized by the government 
can benefit from invalidity and old age insurance. 
While health insurance is voluntary there are so 
many penalties for those who will not join and so 
many benefits to those who belong that there are 
very few who do not belong to some insurance plan. 
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Venereal disease must be treated and treatment is 
free. 

As a result the state of public health is excellent and 
mortality is the lowest but one in Europe and excel- 
lent work is being done in dealing with the common 
diseases. Syphilis has decreased greatly so that 
now it is very hard to find an active lesion for 
teaching purposes. 

The Dermatological Congress was evidently a long 
expected event, and everyone in Copenhagen seemed 
to regard the entertainment of the members with 
especial pleasure, so that everything possible was 
cone to show us all that we cared to see. Every- 
one was treated alike, and the Danes went to ex- 
tremes in the exhibition of courtesy. This cordial 
spirit was not a cloak put on temporarily for the 
foreigners, but an innate quality extended to all, 
including the humblest patients, for there was no 
distinction of rich.and poor in the hospital, but 
always a kind word, a pat on the shoulder, a reassur- 
ing smile, a clasp of the hand. Even the hideously 
deformed victims of Lupus seemed as contented with 
their lot as it is humanly possible for them to be, 
for even the flowers in the courtyards of the hospital 
seem to waft a breath of good cheer to the unfortu- 
nates. There are plenty of doctors, assistants, nurses, 
and attendants to eliminate any hustle and bustle, 
and we from the undermanned, hurried, harassed, 
large clinics thought many thoughts and kept silent. 

On Monday, August 4, 1930, the members of the 
Congress registered; the final statistics showed that 
forty-one countries were represented and that there 
were six hundred and seventy (670) members and 
two hundred and fifty-eight (258) associates who 
included the wives of the members, and two hundred 
and forty-eight (248) papers were read. Germany 
led the list with the iargest-number of members 
and papers, but United States was second in the 
number of members, having eighty-four (84) and 
fifty (50) associates, but only presented eighteen 
papers. At the meeting of the delegates held that 
morning it was decided to reéstablish the Interna- 
tional Congress, inasmuch as there had been no 
meeting since 1912, and that the next meeting would 
be held in 1934. The place of meeting could not be 
decided. The Hungarian Dermatological Society 
sent afi official invitation for the next meeting to be 
held at Budapest, but the acceptance of this invita- 
tion was strongly opposed by the French delegates, 
so, for the present, the place of meeting was left 
undecided. In the evening there was a reception 
and supper to the members and the ladies given by 
the Danish Society of Dermatology, and here it 
was that we were first introduced to Danish hos- 
pitality and Danish food. What food! Dinners are 
always pleasant memories and that dinner consisted 
of numerous kinds of ccld meats disguised so that 
what appeared to be a jelly, was discovered to be 
ham, hors d’oeuvres of all kinds, caviare, sardines, 
pickles, salad, jellies, and cheese, but the mere 


names do not properly cescribe them for they were 
aifferent both in taste and appearance from any food 





seen here at home, and then good beer and wine. It 
was very evident that whatever physical ills der- 
matologists have, they do not include gastric ulcer 
or there would have been plenty of hemorrhages 
that night. 

At 9:15 Tuesday, August 5, the Congress opened 
Officially at the Palace of Christianberg “Faelle- 
salen”, in the presence of the King and addresses 
of welcome were given by the President of the 
Congress, Prof. C. Rasch, the First Minister, Mr. 
Stanning, the Mayor of Copenhagen, Mr. Bulow, the 
Head of the Faculty of Medicine, Prof. Lundsgaard, 
Dr. Darier cf Paris, and the Secretary General of 
the Congress, Dr. S. Lomholt. The latter, an expert 
linguist, spoke to the members in three languages. 
After the address the King, who is noted throughout 
Europe for his democratic qualities, shook hands 
and spoke with various older members. Here a 
sudden dash of Sovietism injected itself, when the 
senior delegate from Russia declined the proferred 
clasp of friendship from the King, thus apparently 
refusing the recognition of nobility but really in- 
dicating that friendship is not desired. At 11 A. M. 
the reading of the papers started under the auspices 
of the representatives of various countries acting 
as presidents. The first subject was the etiology 
and pathology of eczema. Darier (Paris) and Jadas- 
sohn (Breslau) gave long discussions of eczema but 
Fusey (Chicago) in a short concise paper confirmed 
the American idea of eczema, that there has been 
produced no criterion to establish an essential dis- 
tinction between eczema and dermatitis. He stated 
that the same dermatitis in different individuals 
may be produced by innumerable irritants. The 
progress is the same the only difference being in the 
antigens and in the varying degrees of reactions 
with which the skins, depending on their sensitive- 
ness, respond to them. Whitfield of London spoke 
on autosensitization in eczema and cited cases 
showing various types of sensitization and stated 
an important observation of a nurse who developed 
apparently true eczematous lesions, beginning on 
the hands, wrists and forearms, and spreading more 
or less widely on the bedy surface after prolonged 
dressing of a case of exudative eczema, the possi- 
bility of antiseptic irritants having been eliminated. 
If his thesis is correct this result could be ex- 
plained by the gradual sensitization of the nurse’s 
skin from repeated contacts with the patient’s 
serum. This observation is important for how often 
is the doctor asked by a person caring for a patient 
with a slowly healing dermatitis, is this condition 
“catching”? and on being assured that it is not con- 
tagious they are apt to be careless, and it is awk- 
ward to explain an ensuing dermatitis which may be 
present later. Several other interesting reports were 
made on eczema. In the afternoon there were sev- 
eral papers on Serolozy,—Venereal Ulcers, Lym- 
phogranulomatosis Inguinale and Gonorrhea. 

That evening a reception was given by the munic- 
ipality of Copenhagen, a supper and dance at the 
Hotel de Ville or City Hall which is the biggest 
building in Copenhagen, its site measuring 27,000 
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square feet and it contains 600 rooms arranged on 
balconies the central portion being open to the roof 
like a big courtyard, the inside was decorated by 
large flags of all nations hanging from flag poles 
suspended from the balconies, and it is so huge that 
although over a thousand people were being feasted 
on the second balcony, to a late arrival it seemed 
as if there was no one present. Here again food 
reigned supreme, to say nothing of four huge casks 
of beer—one at each corner of the balcony. For the 
dance two large bands played continuously. 

Wednesday morning and afternoon the subject 
djscussed was Syphilis, Immunity, Reinfection and 
Superinfection. Wade Brown (New York) gave an 
excellent report of the results of animal experi- 
ments from the laboratories of the Rockefeller In- 
stitute for medical research. He stated that there 
is conclusive evidence of the existence of varying 
degrees of natural resistance or susceptibility among 
normal animals and of varying capacities for the 
development of protection against an established in- 
fection or a second infection. It is also evident that 
protection acquired is of a higher order and that 
while it may and does diminish in some instances, 
despite the persistence of infection, the protection 
is usually enduring and is not necessarily depend- 
ent upon the persistence of a demonstrable infec- 
tion. 

Stokes (Philadelphia) read a paper written in col- 
laboration with N. N. Cole, J. E. Moore, Paul 
O’Leary, T. Parran, and Udo Wile on the cutaneous 
and mucosal relapses in early syphilis and its differ- 
’ entiation from reinfection. Among the several ob- 
servations made in a study of 5952 cases of early 
syphilis, an interesting one was the fact that 
arsphenamine mercury therapy is followed by 9.6 
per cent. of relapses as compared with 3.6 per cent. 
under arsphenamine-bismuth therapy; and another 
_was that no case of reinfection was proved accord- 
ing to their strictest grade of criteria. 

Copenhagen and Finsen to the dermatologist are 
almost synonymous and so that afternoon was spent 
in a visit to this landmark. There is probably no 
part of Denmark, in fact no state in Northern 
Europe, that does not contain some unfortunate, re- 
lieved or cured, who does not breathe a blessing 
at the mention of the name of Niels Finsen. 

Finsen himself suffered from a chronic and in- 
curable disease and died at an early age, but despite 
his handicap, placed phototherapy on a firm and 
scientifie basis, so that it is now definitely estab- 
lished as a successful means of cure of Lupus Vul- 
garis. 

Besides his work on the beneficial effects of light, 
he stimulated later investigations which have been 
of great value in the therapy of various diseases. The 
Finsen Institute started treating cases in 1895 and 
has treated thousands of cases with remarkable 
results. The Institute is located at the outskirts of 


the city amidst the residential district; on entering 
the clinic even a dermatologist is startled by the 
resulting frightful disfigurements due to the ravages 
of Lupus Vulgaris; here are seen patients with com- 








plete loss of facial landmarks, faces consisting 
merely of large reddish ulcerations, a hole where: 
formerly a nose was present, two red circles whence 
protrude dull staring unhappy eyes, a contracted, 
ragged ulcerated rim that was formerly a mouth. No 
wonder early cases, who come in contact with these 
late cases, on their return home freed from such 
a future venerate the name of Finsen. The patients 
on their arrival are photographed, then seen by a 
physician who marks the exact spot where the 
light is to be applied. All patients at first stay 
at the hospital, paying according to their circum- 
stances, for the institution receives support from 
the government. There are seven lamps in the 
room, six in use and one in the process of cleaning 
and repair. Each lamp consists of a central electric 
are which supplies light for four long brass tubes, 
fitted with quartz lens, which are water cooled. The 
patient is wheeled under a tube and the nurse sur- 
rounds the marked area on the patient’s face with 
a water compress, which is kept constantly wet 
during the time of application to that spot, which 
interval is two hours. In another room universal 
light baths are given, the only raiment worn is a 
pair of goggles. 

In the evening there was a concert by Mme. 
Skilands, an opera singer at the Tivoli. The Tivoli 
is the Luna Park of Copenhagen, situated in the 
middle of the town and maintains all sorts of enter- 
tainments, concerts, pantomimes, cafés and restau- 
rants. It is visited by all classes of people, and is a 
very amusing and attractive place. 

Thursday was the great day. Starting at 8:30 
A. M., a great number of cases, gathered from all 
over Europe, were shown at the Rigs Hospital. Ev- 
erywhere the place was immaculate, the free bed 
rooms were better and pleasanter than the rooms in 
most of our private hospitals. There are no wards. 

The patients demonstrated were arranged in two 
separate buildings—the men in one and the women 
in the other, in all there were about 110 cases. Dur- 
ing the tiresome hours of being exhibited the same 
characteristic kindness was shown to the patients, 
by serving them iced drinks, and sweets. It was 
a varied and instructive group of cases, and ac- 
companying each case was a complete history in 
English, French, and German, with a slide showing 
the histopathology. Apart from the cases for the 
demonstration, many cases of Lupus Vulgaris were 
shown to show the progress of improvement due to 
the Finsen therapy. Cases of Sarcoid of Boeck had 
interesting x-ray pictures of the distal phalanges of 
the hands, showing clear spaces due to the cystic 
formations in the bones. Many rare conditions were 
shown, practically everyone stated that he saw 
some case here for the first time, a case of diabetic 
gangrene of the side of the neck presented a new 
possibility, a case of acne rosacea with eye lesions 
and a patient sensitive to light, even through window 
glass, were common diseases with unusual traits. 
Names such as Anosarccma of Kaposi and Maladie 
de Kyrle were used; in fact there is probably no 
textbook in Dermatology which contains the descrip- 
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tions or names of all the cases shown that day. Then 
followed a discussion of the cases until noon, when 
an excursion by automobile was taken to Helsingér 
and Hillerod, and the Royal Palaces of Kronborg, 
Fredensborg, and Frederiksborg. This trip along the 
edge of the sparkling plue sea of the sound to the 
Hotel “Marienlyst”, where lunch was served, was 
delightful. There across the gut was seen Kronborg 
Castle, whose salute demanded toll in the old days 
frem all vessels passing up this sound, and whose 
stately pinnacles still stand up majestically against 
the blue sky, looking toward the old fortress of 
Kjarnan on the Swedish coast. Elsinore, the an- 
cient town which surrounds this castle, is well 
known to the American and English tourists as the 
supposed burial place of Hamlet the prince of Den- 
mark immortalized by Shakespeare. As we pass the 
charming gardens the villas with their thin rickety 
landing stages, the bath houses and queer collection 
of boats, we can realize how a gifted imagination 
such as possessed by Hans Andersen could weave 
many fairy tales in this romantic happy land. At 
Frederiksborg the great historical collection was 
seen and also a magnificent chapel. That evening 
the members were the guests of President Rasch at 
a musicale where the artists, who entertain the 
Royal Family, performed. 

Friday, the reading of papers continued during 
the morning and afternoon, the subject being Tu- 
berculosis of the Skin and its Treatment. Axel 
Reyn published a paper describing in detail the ac- 
tion of the Finsen light and noted that the bacteri- 
cidal property and the stimulating action of the 
light is being regarded as its main effect. To 
the present time there has been 90% of cures. Dur- 
ing the patient’s first stay in the hospital all the 
diseased areas are treated thoroughly time and time 
again. This stay, according to the extent of the 
lesions, takes from two weeks to several weeks; the 
first treatment is very energetic and the patient 
should be cured or at least nearly cured during the 
first stay. Then they are sent home to return again 
in three months, at which time any remaining lesions 
are treated and again the patient returns in six 
months. The weak point of the light treatment is its 
relatively feeble effect on the deeper layers of the skin, 
and the length of time, i.e., two hours at a time ona 
patch 1.5 cm. in diameter. Cured cases are observed 
at least one year and most cases remain under ob- 
servation for several years. From 1914 to 1923, 957 
cases were treated of whom 735 were cured, 75 still 
under treatment and 147 have not gone on with 
treatment to the end, ie., 90.7% cured. A case may 
recur from cone to several years later. Universal 
light baths have helped in a great measure to im- 
prove the results. Another item which has helped 
to keep the patient hospitalized is the fact that now 
they pay by the day and not by the treatment as 
formerly. An interesting point which he brought 
up was the fact that the last vestiges of lupus vul- 
garis should be excised, for here it always has been 
feared to use the knife. X-ray in his opinion is not 


successful but in conjunction with the Finsen light 





which counteracts the bad effects of x-ray it may 
help. The general hygiene and_ constitutional 
treatment of the patient is also important, that is, 
the rest, fresh air, and large doses of cod liver oil. 


The voluntary papers on various subjects were 
humerous and some very interesting. Shamberg 
(Philadelphia) read an instructive paper entitled, 
“Some Studies of Calcium Metabolism.” A discus- 
sion of a new therapeutic compound, Calcium 
Thiosulphate, followed. He stated that there is some 
danger in the cumulative effect from large doses 
of calcium chloride leading to acidosis and nephritis. 
The other three compounds, namely, calcium glu- 
conate, calcium thiosulphate, and calcium lactate, 
are apparently harmless with the calcium gluconate 
and calcium thiosulphate both equally good, being 
slightly better than the lactate. 


Dr. J. V. Klauder read an excellent paper on 
Erysipeloid in the United States. Erysipeloid is an 
infection with a human strain of the bacillus of 
swine erysipelas and here it is most frequent from 
contact with fish. Occasionally cases are seen in 
Boston. 

Louise Pearce (New York) gave “Studies on 
Blood Cytology in Experimental Syphilis of the 
Rabbit,” in which she found a slight increase in the 
number of red cells, a somewhat greater increase in 
the hemoglobin content, a slight increase in the 
number of whites and neutrophiles, marked increase 
in the number of eosinophiles, unchanged or low- 
ered lymphocyte values in the earlier phase of the 
disease with increased values during the period of 
regression and healing of the lesion, and a marked 
increase in the number of monocytes throughout the 
period of disease activity. 

H. V. Cole described the types of excretion of 
mercury with the different methods of administra- 
tion. The exposition showed many new develop- 
ments in electrical apparatus and drugs. The most 
remarkable exhibits were the wax models of various 
diseases of the skin, which were remarkably life like. 
There was also a wonderful collection of slides of 
skin histopathology, and the pictures of tropical 
diseases exhibited by Howard Fox, of New York, 
were very fine. 

In the evening the final social festivity consisted 
of a banquet given at the Restaurant Wivel which 
was remarkable for its attractive settings, the 
restaurant itself being a magnificent place, and the 
unusual ways of service very clever. 


Saturday was devoted to the final reading of the 
voluntary papers. Among the papers was that of 
Morrow who showed a fine collection of lantern 
slides of Coccidioidal Granuloma, illustrating its 
differentiation from blastomycosis. Benson Can- 
non also read an excellent article on the retention 
and elimination of arsenic in syphilitic patients un- 
der treatment with arsphenamine, and so on, until 
the end of the Congress Saturday afternoon. 

It was a strenuous week, new things seen, new 
thoughts and ideas heard, but the great impression 
left was the pleasant association and meeting of 
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those fine characters and scholars who have by their 
studies and efforts made landmarks in Dermatology, 
to see those men whose names mean so much at work 
and play, men like Sabouraud and Darier, who can 
no longer be seen at the clinics. 

There is a sense of loss when one returns to one 
of the old clinics to find the old professor gone. 
How well we know it now in Boston when so many 
of the older men have retired, in the past few years! 
At the Charity Hospital in Berlin the old professor 
is gone and the remaining men are anxiously won- 
dering who the next professor will be; the position 
has been offered to Block of Zurich. Bostonians 
‘here again received a thrill when the prize case was 
shown, a case of Xanthoma of the Meninges, and 
were told that the diagnosis was made from a pa- 
per of Henry Christian of Boston. Here, although 
it is a very busy clinic, a visitor is always welcome 
and in fact you expect to spend only an hour but it 
is three or more hours kefore you can politely leave. 
Iveryone is so gracious and so anxious for you to 
see the hospital and the patients. Here also they 
have a Finsen light. In Paris, Saturday morning 
will no more attract the visiting American, for the 
bald-headed Sabouraud who knows more about the 
hair and scalp than any one else has retired. No 
more will we see the great Sabouraud pluck a hair 
from the scaip, glance at it with a lens and tell the 
patient to stay to be treated or go home and buy a 
wig. However, his work and his culture of Tinea 
continue to grow, and still the old hospital St. 
Louis will always be fascinating so that we will 
probably continue to trace our steps to the eastern 
quarter of Paris to see the old hospital, and at 
least spend a morning in the wonderful museum, 
filled with wax reproductions of all known skin dis- 
eases. 


_ — 
+ ie 


CORRESPONDENCE 








CONCERNING THE ETHICS OF ADVERTISING 
Dear Editor: 

In an editorial of the October 9 issue of the 
New England Journal of Medicine you mentioned 
some of the activities of the Chicago Medical Society 
with respect to charitable institutions that advertise 
in the newspapers, ete., or by circular, and said that 
at least in one of these the Society had “lost out”. 


I should like to call your attention to the fact that 
the Judicial Council of the American Medical Asso- 
ciation has rendered a decision in favor of the So- 
ciety; and the case in which the charitable institu- 
tion, the management of which had been turned over 
to an unethical advertising corporation, which though 
incorporated “not for profit” is reported to have col- 
lected entirely from the fees paid by patients a sur- 
plus of over three-quarters of a million dollars. It 
has also paid the overhead of the clinic, salaries of 
physicians employed, hundreds of thousands of dol- 
lars for newspaper advertising, and has also donated 
a good many thousands of dollars to hospitals and 
universities. It does not seem that a corporation, 





even though incorporated “not for profit” that is 
able to spend all of this money, and is yet able to 
accumulate so large a fund in ten years’ time is a 
charitable institution. 

With respect to the other case, in which the ex- 
president of the American Medical Association is in- 
volved, the Ethical Relations Committee reported on 
October 14 that the Trustees of the institution ap- 
peared before the Committee in answer to a charge 
of unethical advertising and solicitation of patients. 
All of the Trustees expressed their desire to abide by 
the Code of Ethics, and expressed a willingness to 
modify the form of their pamphlet. In view of the 
attitude of the members of the Board of Trustees, 
the charges were temporarily dismissed; however, 
the Ethical Relations Committee recommended that 
the Trustees be advised that the pamphlet and other 
means of advertising, or solicitation of patients ex- 
cept through physicians, is unethical. The Trustees 
have modified the form of their pamphlet and so 
that is now in accord with the Principles of Medical 
Ethics. 

I don’t understand how anyone can say that the 
Society “lost out’, in this case, for the Trustees in 
question agreed to make all of the desired changes, 
and so the Society’s charges were temporarily dis- 
missed. 

Very truly yours, 
N. S. Davis, III., Secretary. 


Editorial Note: The principle involved is much 
broader than the specific instances, The question 
raised by the Minneapolis Journal concerns the pos- 
sible desirability of a revision of the code of ethics 
to meet modern conditions and modern competition. 


_ 
eRe 


RECENT DEATH 








MOORE—A well known physician of Gloucester has 
passed along in the person of PHitie Patrick Moore, 
who died in his home in that city, October 14, 1930, 
at the age of 65. Dr. Moore was a native of St. 
Johns, Newfoundland, where he was born, March 9, 
1865. He was brought to Gloucester when two years 
old, was educated in the local schools and at Harvard 
Medical School where he took his M.D, in 1899. He 
settled in Gloucester in 1901 and joined the Massa- 
chusetts Medical Society, which he served as coun- 
cilor in 1910 and 1914 and as president of the Essex 
South District Medical Society in 1913. 


He was city physician and chairman of the Board 
of Health from 1902 to 1905, and school physician 
from 1909 to 1924. In 1919 he was appointed medical 
examiner for the 1st District of Essex County. He 
also was a vocalist and speaker of ability. In the 
Tercentenary pageant of 1923 he had the part of 
Capt. Myles Standish in the Capt. John Hewes epi- 
sode. 

Dr. Moore was past exalted ruler of Gloucester 
Lodge of Elks, Massachusetts Catholic Order of For- 
esters, Stann Court, A. O. H., and others. He mar- 
ried Henrietta Greenleaf, who, with two sons, two 
daughters and two sisters, survives him. 
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NOTICES 


BOSTON MEN WILL SPEAK BEFORE THE NEW 
YORK ACADEMY OF MEDICINE 





On Friday afternoon November 14, 1930 Dr. Frank 
H. Lahey will deliver a lecture before the New York 
Academy of Medicine on Carcinoma of the Colon. 

On Friday afternoon January 9, 1931 Dr. George 
R. Minot will speak on The Treatment of Anemia. 


UNITED STATES PUBLIC HEALTH SERVICE 


Dr. Reid Hunt, Consultant to the U. S. P. H. §&., 
was directed to attend a conference on industrial 
hygiene problems in Pittsburgh, Pa., held on Octo- 
ber 6. 


HARVARD MEDICAL SCHOOL 


APPOINTMENTS FOR 1930-31 


For one year from September 1, 1930: 

John Franklin Enders, Ph.D., Instructor in Bac- 
teriology and Immunology. 

Abraham Solomon Small, M.D., Instructor in Pedi- 
atrics and Child Hygiene. 

James Leroy Wilson, M.D., Instructor in Pedia- 
trics. 

Gordon Douglas Atkinson, M.D., Assistant in Gen- 
ito-Urinary Surgery. 

Joseph Seaton Barr, M.D., Assistant in Orthopaedic 
Surgery. 

Stewart Hilton Clifford, M.D., Assistant in Pedi- 
atrics and Child Hygiene. 

John Godwin Downing, M.D., Assistant in Derma- 
tology and Syphilology. 

Ives Hendrick, M.D., Assistant in Psychiatry. 

Robert Ritchie Linton, M.D., Assistant in Surgery. 

Stephen James Maddock, M.D., Assistant in Sur- 
gery. 

Sumner Mead Roberts, M.D., Assistant in Orthopae- 
dic Surgery. 

Hawley Seager Sanford, S.B., Assistant in Anatomy. 

Harvey Spencer, M.D., Assistant in Pediatrics and 
Child Hygiene. 

George Pengwerne Matthews, 
Fellow in Histology. 

Mary Elizabeth Dailey, A.B., Research Associate in 
Neuropathology. 

Jessie Reed Cockrill, M.D., Research Fellow in Med- 
icine. 
_ Larus Einarson, C.M., Research Fellow in Physi- 
ology. 

Norman Easton Freeman, M.D., Research Fellow in 
Physiology. 

John Heysham Gibbon, Jr., M.D., Research Fellow 
in Surgery. 

Chester Elwood Leese, Ph.D., Research Fellow in 
Physiology. 

Margaret Elizabeth MacKay, Ph.D., Research Fel- 
low in Physiology. 

Robert Allan Phillips, M.D., Research Fellow in 


Physiology. 


D.M.D., Teaching 


Arturo Rosenblueth, M.D., Research Fellow in Phys- 
iology. 
Chi-shih Yang, M.D., Research Fellow in Medicine. 


From September 1, 1930 to January 1, 1931: 
Zenon Marcel Bacq, M.D., Research Fellow in Phys- 
iology. 


From November 1, 1930 to September 1, 1931: 
Oliver Cope, -M.D., Assistant in Surgery. 


——$ ———< 


REPORT AND NOTICES OF 
MEETINGS 


MEMORIAL HOSPITAL AT WORCESTER 





A series of monthly conferences in which the Staff 
wishes the general profession to participate began 
Tuesday, October 21, at 7:45 P. M. 

The program of that meeting was received too 
late for our issue of October 16. The following 
cases were presented: 


Case 1. Primary Carcinoma of Vater’s Ampulla— 
Dr. Seelye. 

2. Marasmus and Infection—Dr. Sparrow. 

3. Multiple Bone Tumors—Drs. Ayers and 


Dresser. 


It is requested that any members of the profession 
who have interesting cases suitable for presenta- 
tion to the conference send a résumé to George H. 
Stone, M.D., Superintendent. 





CARDIAC COURSE 


The New England Heart Association has planned 
a series of meetings for any of the medical profes- 
sion of New England who may be able to attend, in 
order to present the most approved and up-to-date 
views concerning heart disease including various 
methods of cardiovascular examination. 

The program follows: 


& 1) Auscultation. Heart sounds. Nov. 5 
Dr. Howard B. Sprague, Boston. 
2) Heart Murmurs in the Practice of Medi- 
cine. 
Dr. William D. Reid, Boston. 
3) Heart Murmurs and Insurance. 
Dr. Francis H. McCrudden, Boston. 
4) Discussion to be opened by 
Dr. William H. Robey, Boston. 
II. 1) Blood Pressure. Normal. Dec. 3. 
Dr. Soma Weiss, Boston. 
2) Blood Pressure. Abnormal. 
Dr. Robert S. Palmer, Boston. 
3) Treatment of Hypertension. 
Dr. James P. O’Hare, Boston. 
4) Discussion to be opened by 
Dr. Frank T. Fulton, Providence. 
Ill. Cardiovascular Roentgenology. Jan. 7. 
1) Methods of Study. 


Dr. Hugo Résler, Vienna. 
2) Roentgen Study of the Heart. 





Dr. Merrill Sosman, Boston. 
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3) Roentgen Study of the Great Vessels. of the leading internists interested in cardiovascular 


4) 


5) 


IV. 
1) 


2) 


3) 


4) 


2) 
3) 


4) 


VI. 1) 


3) 


4) 


Vil. 1) 


3) 


4) 


VIII. 1) 
2) 
3) 


4) 


Dr. John Sproull, Haverhill. 

Roentgen Study of the Child’s Heart. 
Dr. Paul W. Emerson, Boston. 
Discussion to be opened by 

Dr. George W. Holmes, Boston. 


Electrocardiography. Feb. 4. 
Methods and the Normal Electrocardio- 
gram. 


Dr. James M. Faulkner, Boston. 

The Use of Electrocardiography in the 
Study of Arhythmias. 

Dr. E. H. Drake, Portland. 

Abnormalities of the Electrocardiographic 
Complexes. 

Dr. Louis Wolff, Boston. 

Discussion to be opened by 

Dr. Lewig Hurxthal, Boston. 


Dyspnoea. March 4. 
Dr. James H. Means, Boston. 
Cardio-pulmonary Relationships. 

Dr. Samuel A. Levine, Boston. 
Cyanosis, and Clubbing of the Fingers. 
Dr. T. Duckett Jones, Boston. 
Discussion to be opened by 

Dr. Robert Starr, Hartford. 


Blood Flow. 

Dr. Hermann Blumgart, Boston. 

Tests of Fitness. 

Dr. Arlie V. Bock, Boston. 

Functional Tests in Insurance Examina- 
tion. 

Dr. Harold Frost, Boston. 

Discussion to be opened by 

Dr.. Joseph H. Pratt, Boston. 


April 1. 


Cardiac Pain. 

Dr. Frank Howes, New Bedford. 

Precordial: Sensitiveness. 

Dr. Paul D. White, Boston. 

Cardiac Nerves. 

Dr. James C. White, Boston. 

Discussion to be opened by 

Dr. Granville E. Hoffses, Manchester, 
N. H. 


May 6. 


Oedema. : June 3. 
Dr. F. Fremont-Smith, Boston. 
Intrathoracic Fluid. 

Dr. Burton E. Hamilton, Boston. 
Ascites. 

Dr. George Henderson, Holyoke. 
Discussion to be opened by 

Dr. Henry Jackson, Boston. 


The meetings are scheduled for the afternoons, be- 
ginning promptly at four-thirty, of the first Wed- 
nesday of each month, the first meeting to occur 
Wednesday, November 5, and the last meeting of the 
year to occur June 3. The meetings will be held 
at the Boston Medical Library (Sprague Hall). 

It is expected that there will be much of interest 
and value for the practitioner of medicine at each 
of these meetings. The speakers will include some 





disease, not only in Boston, but also of other parts 
of New England. If this series proves helpful, there 
will be another arranged for the next year, that is 
from 1931 to 1932, and a tentative program for such 
a second series is appended. 


i Incidence of Heart Disease. 

af. Congenital Cardiovascular Disease. 

Ill. Rheumatic Heart Disease. 

LV; Bacterial Endocarditis. 

Vi Cardiovascular Lues. 

Vi. The Heart in Thyroid Disease. 

VII. Effect of Hypertension and Nephritis on the 
Heart. 

Vill. Coronary Disease. 





HAMPDEN DISTRICT MEDICAL SOCIETY 


The Censors meet in the rooms of the Springfield 
Academy of Medicine on Thursday, November 6, at 
AP: M. 

Hervey L. SmiruH, Secretary. 





NEW ENGLAND OBSTETRICAL AND GYNECO- 
LOGICAL SOCIETY 


The third Clinical meeting of the New England Ob- 
stetrical and Gynecological Society will be held at 
New Haven, Connecticut, on Wednesday, November 
19, 1930. 

The committee arranging this program has for its 
Chairman Dr. Herbert Thoms, Professor of Obstetrics 
in the Yale Medical School. A most attractive pro- 
gram is being prepared, and the members of the so- 
ciety who attend are sure of an interesting and in- 
structive day. 

Special Pullman cars for the members of the so- 
ciety leaving Boston will be attached to the train 
which leaves the South Station at 8:30 A. M. Re- 
serve the day, Wednesday, November 19, 1930. 





SUFFOLK DISTRICT MEDICAL SOCIETY AND 
THE BOSTON MEDICAL LIBRARY 


SCHEDULE OF MONTHLY MEETINGS 


Monthly meetings of the Suffolk District Medical 
Society and the Boston Medical Library will be held 
during 1930-31 as specified below, on Wednesdays at 
S215 py mm: 

October 29, 1930. Stated Meeting. Clinical Pro- 
gram, Peter Bent Brigham Hospital. 

November 19, 1930. Clinical Program, Massachu- 
setts Memorial Hospitals. 

December 17, 1930. Clinical Program, Boston Dis- 
pensary. 

January 28, 1931. General meeting in association 
with the Boston Medical Library at the Boston Medi- 
cal Library. “The Practice of Medicine in Relation 
to Public Health Activities.” Speakers to be an- 
nounced later. 

February 25, 1931. Clinical Program, Boston City 
Hospital. 

March 25, 1931. Clinical Program, Beth Israel Hos- 
pital. 
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April 29, 1931. Annual Meeting. Election of Offi- 
cers. Boston Medical Library. 
The Medical Profession is cordially invited to at- 
tend all of these meetings. 
GrorcE S. Derby, M.D., 
President, Suffolk District Medical Society. 
LELAND S. McKitrrick, M.D., 
Secretary, Suffolk District Medical Society. 
Hinpert F. Day, M.D., 
Boston Medical Library. 


POSTPONEMENT OF THE ANNUAL CONVENTION 
OF THE AMERICAN ACADEMY OF PHYSICAL 
THERAPY 
The Annual Convention of the American Academy 

of Physical Therapy previously scheduled for Octo- 

ber 22, 23, and 24 at the Hotel Statler, Boston, has 

been postponed to November 12, 18, and 14. 

Wittram D. McFerr, M.D., President. 


THE BRISTOL COUNTY ORTHOPAEDIC CLUB 

There will be a Clinical Meeting of the Bristol 
County Orthopaedic Club held at St. Luke’s Hospital, 
Allen Street, New Bedford, Massachusetts, on Tues- 
day, October 28, 1930, at 8:15 P. M. 

The tentative programme is as follows: 

1. A new brace for Scoliosis. 
Un-united fractures of the Tibia. 
A ease of post dislocation of the Hip. 
open reduction made necessary.) 

E. E. Hussry, M.D., Secretary. 


> 
> 
) 


(With 


HARVARD MEDICAL SOCIETY 


A regular meeting of the Harvard Medical Society 
will be held in the amphitheatre of the Peter Bent 
Brigham Hospital at eight-fifteen (8:15) on the eve- 
ning of October 2S. 

Program: 

Presentation of cases. 

Paper: The Benign Fourth Ventricle Tumors of 
Childhood. A review of 78 Cases. Dr. Harvey Cush- 
ing. 

Students, nurses and physicians are cordially in- 
vited to attend the meetings of the Harvard Medical 
Society. 

Wititram P. Murpny, Secretary. 





CENSORS’ MEETING 


The Censors of the Suffolk District Medical Society 
will meet for the examination of candidates at the 
Medical Library, No. 8 The Fenway, Thursday, No- 
vember 6, 1930, at 4.00 o’clock. 

Candidates should make personal application to 
the Secretary, and present their medical diplomas at 
least one week before the examination. 

LELAND McKuirtrick, Secretary. 

205 Beacon Street, Boston, Mass. 

en 
SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


October 27-30—The American Public Health Association. 
Detailed notice appears on page 659, issue of Septem- 


October 28—Harvard Medical Society. See notice else- 
where on this page. 

October 28—The Bristol County Orthopaedic Club. See 
nctice elsewhere on this page. 

November 5-June 3—Cardiac Course. See page 854. 

November 10—Atlantic Dermatological Conference. See 
page 801, issue of October 16. 

November 12, 13, 14—The Annual Convention of the 
American Academy of Physical Therapy. See notice 
elsewhere on this page. 

November 19—New England Obstetrical and Gynecologi- 
cal Society. See page 855. 

March 23-27, 1931— Fifteenth annual clinical session 
of the American College of Physicians. Detailed notice 
appears on page 790, issue of April 17. 

July 27-31, 1931—Third International Congress of Radi- 
ology, Paris. Complete notice appears on page 385, issue 
of August 21. 

DISTRICT MEDICAL SOCIETIES 
Bristol North District Medical Society 


April 16, 1931—Taunton Woman’s Club. 
September 17, 1931. 


Franklin District Medical Society 
November, 1930-May, 1931—The meetings are held on 
the second Tuesdays of November, January, March and 
May at 11 A. M. at the Weldon Hotel, Greenfield. 
Hampden District Medical Society 
November 6—See page 855. 
Middlesex East District Medical Society 


November 12—New England Sanitarium and Hospital, 
Stoneham. 


January 14, 1931—Harvard Club of Boston. 
March 11, 1931—At Reading. 
May 13, 1931—At Wakefield. 
Norfolk District Medical Society 
Octcber 28—See page 801, issue of October 16. 
Suffolk District Medical Society 
October 29-April 29—Combined meetings with the Bos- 
ton Medical Library. See page 855. 
November 6—Censors’ meeting. See notice elsewhere 
on this page. 
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BOOK REVIEW 





Injuries to Joints. By Sir Ropert Jones, Bart., 
K.B.E., C.B., Ch.M. (Liverpool); F.R.C.S. (England, 
Ireland and Edinburgh); F.A.C.\S. (U. S. A.); 
Emeritus president British Orthopaedic Associa- 
tion; president International Orthopaedic Associa- 
tion; consulting orthopaedic surgeon, Royal South 
Hospital, Royal Infirmary, Liverpool and_ St. 
Thomas’s Hospital, London. Third Edition. Hum- 
phrey Milford, Oxtord University Press, London, 
Edinburgh, ete. Price $2.00. 


The Third Edition ot the small book on “Injuries 
to Joints” py Sir Robert Jones has appeared. It is 
one of the most useful of the smaller books, contain- 
ing a description of the more common joint lesions 
due to injury and the seasoned conclusions of a Mas- 
ter as to the most practical and efficient methods of 
treatment. There are a good many advantageous 
changes in this third edition which has been written 
with the assistance of Mr. Harry Platt, Secretary of 
the British Orthopaedic Association and a very em- 
inent bone and joint surgeon, chief of a large Sur- 
gical Service at the Ancoats Hospital in Manchester, 
England. The section on Ischaemic Paralysis has 
been entirely rewrilten. Originally written as a war 
manual, the book will continue to be of great use- 
fulness in relation to the many similar joint injuries 
occurring in connection with the accidents,of indus- 
try and sport. 
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